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OBSERVATIONS ON SERUM FROM ABORIGINES IN 

THE NORTHERN TERRITORY OF AUSTRALIA: III. 

ANTIBODIES AGAINST BRUNHILDE (TYPE I) AND 
LEON (TYPE III) POLIOMYELITIS VIRUSES. 


By L. Joan STOKEs, P. G. Ames! anp J. A. R. Mirss,?* 


From the Institute of Medical and Veterinary Science, 
Adelaide. 





THE first paper in this series was a report on the anti- 
bodies against type II poliomyelitis virus in sera from 


ahorigines in the Northern Territory of Australia. From 
the evidence given the conclusion was drawn that this 
virus was highly endemic in the Territory, so that over 
°"% of natives in all the areas visited gave evidence of 
infection by the age of five years (Miles, 1953). 

In this paper we report on the neutralizing antibodies 
against type I and type III viruses in the same sera and 
attempt some correlation of all the results. 





In receipt of a personal grant from the South Australian 
Poliomyelitis Advisory Committee. 

? This work was assisted by a grant from the National Health 
and Medical Research Council. 


Present address, Department of Microbiology, University of 
Ctago, Dunedin, New Zealand. 






MATERIALS AND METHODS. 


Details of the collection of the sera and the reasons for 
the way in which this collection was planned are reported 
in the first paper of the series (Miles, 1953). Because 
inadequate amounts of some sera were available, not all 
sera could be tested against all viruses. 


Tissue Cultures. 


All neutralization tests with types I and III virus were 
carried out in tissue culture with monkey tissues. 


Tissues and Media. 


Testes from immature rhesus monkeys weighing from 
seven to 10 pounds were used in the earlier part of this 
work. These were removed aseptically under “Nembutal” 
anesthesia. The tunica was then removed from each testis 
and the whole contents were then washed in Hanks balanced 
salt solution (Youngner, Ward and Salk, 1952), drained, 
and minced with sterile sharp-pointed curved scissors to 
pieces of approximately one millimetre square in a sterile 
Petri plate, and then suspended in Hanks medium. 

Tubes were handled in groups of six, being laid out on 
a sheet of finely corrugated iron (12 inches by six inches) 
which acted as a rack, and because tubes were more stable 
lying on it than on a raised metal rack, this considerably 
increased the ease of handling. A sterile Pasteur pipette 
with a slightly bent and spatulate head was used to place 
a drop of plasma in each tube, and at the same time to 
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spread the plasma round the bottom third of the tube. Six 
to eight pieces of minced testis were then pipetted into 
each tube, and these were then placed into position by 
means of a glass spatula, made from tubing of much the 
same design as the plasma pipette, except that it was 
sealed at the tip. Finally a drop of chick embryo extract 
was added to each tube, and the tube was then rotated to 
distribute the plasma-chick embryo extract mixture. Some 
of the excess plasma was pipetted off, and the tubes were 
then allowed to lie so that the remaining plasma drained to 
the side where the tissue pieces were situated and clotted, 
embedding them in a deep plasma layer. The deep plasma 
layer reduced drying out of tissue pieces on warmer days, 
when the tissue was not covered by fluid either in the 
course of preparation of the tubes or during inoculation. 
Fibroblastic growth also seemed to be rather more luxuriant 
in the thicker plasma layer. This deep plasma layer was, 
however, not without its disadvantages, because too deep 
a plasma clot interfered with penetration of virus to some 
degree, and, as complete uniformity in the production of 
tubes was impossible, some irregularities in results were 
inevitable. For these cultures we used a modification of 
Melnick and Riordan’s medium (1952), as follows: lact- 
albumin hydrolysate (5% solution in Hanks solution) 10 
millilitres, Hanks balanced salt solution 60 millilitres, 
bovine serum ultrafiltrate (Simms) 20 millilitres, horse 
serum 10 millilitres. 


In testicular cultures this medium was used for all 
purposes. Lactalbumin hydrolysate dissolves in Hanks 
balanced salt solution when autoclaved at 10 pounds 
pressure for ten minutes. 


Later the use of testicular tissue was almost entirely 
replaced by that of kidney tissue, which was at first treated 
similarly to the former; but in the main part of our work 
trypsinized monocellular layers of kidney cells prepared 
by the methods of Youngner (1954@ and b) were used. This 
method was modified by the use of 05% as against 0:25% 
trypsin in the digestion, as this was found to give a more 
rapid and complete extraction without any additional 
damage to the cells. 


The following medium was used for initiation of growth 
in kidney cultures: lactalbumin hydrolysate (5% solution 
in Hanks balanced salt solution) 20 millilitres, horse serum 
10 millilitres, Hanks-Simms bovine serum ultrafiltrate 
(three parts to one) 70 millilitres, with penicillin (100 
units per millilitre) and streptomycin (100 microgrammes 
per millilitre). 


The trypsinized kidney tissue was resuspended at a 
dilution of 1:200, and this suspension was pipetted in 15 
millilitre quantities into six-ounce sterile flat bottles (medi- 
cal flats). After seven days’ incubation at 37° C., the 
medium was replaced, and at the peak of active growth 
at about the twelfth day the medium was removed and 
replaced with 10 to 15 millilitres of 05% trypsin. After 
two to three hours’ digestion the cell sheet could be dis- 
lodged by shaking. 


The trypsinized cell suspension was centrifuged at 600 
revolutions per minute for two minutes, and the cells were 
resuspended in culture medium. The clumps of cells were 
broken up, the suspension was again centrifuged, and the 
cells were made up to a 1:200 dilution in the nutrient 
medium. They were then distributed in volumes of 0-75 
millilitre into tubes, and after six to eight days these tubes 
were ready for use. This technique was found to give more 
consistent results and better and more even growth than 
direct inoculation of the tubes with cells extracted directly 
from the kidney. 


Neutralization Tests. 


Salk’s tissue culture adapted strains of types I and III 
poliomyelitis viruses were obtained through the kindness 
of Dr. N. F. Stanley. 


The virus to be used in the neutralization test was 
always titrated in the cultures to be used in that test, as 
there was some variation in sensitivities of tissues, especi- 
ally with testicular cultures. 


The sera were diluted 1:5 in Hanks solution and inacii- 
vated. To each serum an equal volume of virus suspension 
containing 100 infective doses in 0-1 millilitre was adde¢. 
The virus-serum mixtures were inoculated in volumes of 
0-2 millilitre into each of two tubes. The controls consisted 
of a titration of the virus, to ascertain a true end poini, 
and control virus serum mixtures. The hyperimmune 
monkey sera in these mixtures had titres of over one in 
640, and were used at a dilution of one in 30, as there was 
some crossing at lower dilutions. After inoculation, one 
millilitre of culture medium was added to each tube anid 
the cultures were returned to the hot room, and the results 
read on the second, third and fourth days (if necessary :. 
Monkey testis gave the most satisfactory results on the 
fourth day, while monkey kidney cultures were best read on 
the second or third day. Negative controls (three or four 


uninoculated tubes) were also included in the test. 


Reading of the Result. 


The method for reading the test in testis cultures followed 
very closely that of Ledinko and Melnick (1953). Changes 
in kidney, though in some ways more clear cut, are rathe: 
more difficult to assess than in testis. We developed a 
method of notation which attempted to cover both the 
range and degree of change. It was in the form of two 
variants; the first described the range of change in «a 
culture—that is, cells might vary from those which were 
completely unchanged right through to those completely 
lysed; the second described the percentage of change, and 
this notation has on the whole served very well for kidney 
cultures and has been applied in a lesser degree to testis. 


The degree of change was expressed by numbers from 
0 to 4, with the following meanings: “0”, Normal tissue 
was seen. “1”, Cells on the margins of cultures were only 
beginning to “balloon” and become considerably larger than 
their neighbouring cells. Some of these cells rounded off, 
losing their somewhat angular shape; others developed 
very irregular outlines. Nuclei became more clearly defined, 
and sometimes the cytoplasm appeared highly vacuolated 
or granular. “2°, Rounding off was more marked, cells 
appeared smaller, nuclei were still clearly defined and some- 
what granular. “3”, Complete rounding off had occurred. 
Here most cells appeared to be a good deal smaller than 
in stage 2, and might have become spherical because they 
always appeared partly out of focus. Cytoplasm appeared 
to be reduced and the nucleus proportionately larger, and 
it was by this time very granular. “4”, The clear definition 
of cell structure into nucleus and cytoplasm was lost as 
destruction proceeded; finally only “ghost cells” were left 
adhering to the glass, and these finally sloughed off, making 
the culture fluid cloudy. 


During the course of degeneration, it was unusual to see 
any stage of degeneration alone except at the end of the 
change. The notation mentioned above attempted to cover 
both the range and the degree of degeneration, and is 
described below. Thus since all the changes seen through- 
out a culture could be expressed by the above-mentioned 
description by the numbers 1 to 4, the percentage of change 
could also be described by a similar group of numbers 
(1 to 4). Hence in a culture given the notation ‘0-4/1’, 
the whole range of change could be seen in about one- 
quarter of the cells, and in another expressed as “0-3/2” 
or 0-3/3”, one-half to three-quarters of the cells were 
showing changes from 1 to 3/ and probably would be about 
to undergo rapid lysis. Some normal cells seemed to survive 
almost till the very last. 


The prevention of any cellular change in virus-serum 
mixtures with immune sera was usually clear-cut in the 
more strongly immune sera, though some early cellular 
change might be apparent if the test was read beyond the 
accepted time for the end point. Occasionally cultures 
showed slight change at the edges at the correct time of 
reading, and- these results were usually accepted as positive. 
If titration was carried out they would probably show a 
lower antibody level than sera giving strongly positive 
findings, which showed no virus break through for one to 
two days after the accepted time of the test. When the 
degree of change was fairly pronounced (from 25% to 
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59%) as expressed by the notation (that is, “0-2/1”, 
“)-2/2” or “0-3/1” or “0-3/2”) in both tubes, the result was 


expressed as a “=” (partial positive). 


RESULTS. 

Table I shows the result of a titration of antibody by 
the use of tenfold dilutions of virus when sera were used 
which gave positive, doubtful or negative results in the 
tests, 100 infective doses of virus only being used. It will 
he seen that the “positive” sera all remained “positive” 
and were capable of neutralizing more than 1000 infective 
doses. None of the “negative” sera was capable of neutra- 
lizing 10 doses. Four of six “doubtful” sera, although 
unable to neutralize 100 doses completely, nevertheless did 
neutralize 10 doses. In the majority of cases the doubtful 
reaction appears to represent a weak positive reaction. 











TABLE Ta. 
Titration of Srra Giving Various Reactions in the Ordinary Test with Three Doses 
of Virus. 
' Days at 
lissue Culture which Titration of Virus 17p. 
Dilution. Read. Saukett. | 
a | iad 
1000 oe oe 2 4 4 4 | — 
100 > ae 2 | 3 3 2 _ 
aa 2 | 2. | er 
5 ce es 2 Si Si St \ — 
1 es ee 2 Pe at ie | — 
a + 2 a | a — 
1/10 2 0 0 0 — 
1000 3 | _ | 4 4 4 
100 3 — | 4 4 4 
10 3 — 4 4 3 
5 3 — 4 4 3 
Le es 3 — j 4° 4 3 
i 3 -- { ® 2 § 
1/10 s - : 2. 3 








'For explanation of numbers, see text. 


Comparison of Neutralization Results. 


The results of the tests for neutralizing antibodies against 


types I and III viruses contrasted with those for type II, 
in that there were clear-cut differences between stations. 


Table II shows the results of our tests against all three 
viruses, the numbers “positive”, “doubtful” or “negative” 
for each station being given. The tissue culture neutraliza- 
tion test as we have performed it appears to require some- 
what more antibody to give a positive result than does our 
type II neutralization carried out in mice, and probably the 
results of the three tests are more strictly comparable if 
the “doubtfuls” in the types I and III results are included 
with the “positives”, particularly in view of the results 
reported above. 


The order in which the stations are given in Table II 
is that of estimated amount of contact with white people. 
Those at the head of the table have the least contact, while 
at the end is Bagot, which is a government settlement on 
the outskirts of Darwin, in which aborigines live who work 
in the town itself. Their geographical position is shown 
ou the map (Figure I). 


Type I Antibody. 


A more detailed analysis of the results with type I virus 
is given in Tables III and IV. 


In Table III the results from each station are shown 
ard divided into ten-year age groups. Unfortunately, all 
except one of the sera from the under ten years age group 
at Beswick were accidentally destroyed, and we have no 
satisfactory results for this important group at this station. 
However, it is clear that in this age group three of the 
northern stations—Port Keats mission, Delissaville and 
Goulburn Island mission—had had far less contact with the 
Virus than the other stations. 

The only positive result in a subject aged under ten years 


at Port Keats was given by a three-year-old, who had no 
antibody to the other strains. It seems probable that she 


has been exposed to type I virus, but it is not certain that 
this occurred in Port Keats. The one Delissaville positive 
result in this group was given by an eight-year-old, who 
also had antibodies to both the other types. At Goulburn 
Island there were no positive results from subjects aged 
under ten years. 


TABLE Is. 


Titration of Sera Giving Various aaa in the Ordinary Test with Three Doses 
of Virus.* 


Tissue Culture Dilution. 
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Serum Days at |_ = Saeuee -— 
Number. | which 
Read. 1000 100 10 
Sera Selected as “ Doubtful”, 
P. 135/2 2 [| “@ <€.4 >i >i >I 0 0 
3 44 4 8 3 00 0 
Result — 0 0 + 
P. 1381/2 wert 2 | 4 4 4 ee Be 0 0 90 
{ 3 444 1 1 $8 >1 0 90 
Result -- | —_ 0 + | + 
P.106/2 = «.. | 2 | £2 f-) O73 00 0 
3 4 4 83 = 2 <4 0 1 0 
Result -+ | -— 0 } 0 + 
aaa Sere 
P. 65/1 | S |} $8 & #&)] sist o@|-¢€ 06 
3 4 4 4 a” Ge:3 >1 0 90 
Result | — 0 = + 
W. 337 | e | 6 4 4 tatet 41 6 88 
3 | e 2 2.  S- So es 21 1 
Result | — | 0 | 0 + 
_ [———— — | 
W. 62 * | 8@ 48) @ t © lsitsesi 
3 4 4 S. = Sf eee 
Result Wa — 0 0 0 
Sera Selected as “‘ Positive ’’. 
P, 127/1 col 2 0 O OU 0 vO O 0 0 0 
| 3 0 0 0 Oo 0 0 0 0 9 
Result aan — + - + 
P1071 ~=6..| 2 | 0 0 0 0 0 0 00 0° 
3 a 0 0 0 0 0 oO 909 
Result an _ 
P. 1383/1 as 2 0 0 0 0 0 80 0 0 0 
3 0 0 0 1) 0 0 0 0 0 
Result we — + 4 
P.190/1 2 0 Oo 0 0 Oo oO 0 Oo 9 
3 0 0>1 0 0 0 0 0 0 
Result aed _ t ~ - 
— .| *« |* ¢ |e | —- 
| 3 0 0 0 0 0 0 
Result... | — a 
W.77 = oo | of Of -O | O OF co 0 0 0 
3 0 0 1 0 0 O 0 0 0 
Result - | + 
Sera Selected as ‘‘ Negative ’’. 
P. 163/1 | 2 4 4 2 2 >a 0 
3 4 4 4 4 5 63 
Result aul — } 0 0 + 
P.141/1 pa oa. 2 | 4 4 | 3 3 ~k ft 
3 | 4 4 4 4 4 8 
Result | — | 0 0 0 
W. 70 sy 2 | 3 3 «+ 2 2 1 
3 4 4 | 4 4 3 4 
Result... — a | 0 0 
N. 92 re 2 3 4 «| 22 |] >1 1 
3 4 4 4 4 | 4 8 
Result — | 0 0 0 


| | | 


14For explanation of numbers, see text. 





By contrast, at the stations in Ceneral Australia and the 
two Arnhem Land islands to the east of Goulburn Island 
there was no significant difference between the numbers 
of sera containing antibody in the lowest age group and 
in the other groups. 
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It is clear that little infection with this virus has taken 


place west of Darwin harbour for over ten years, and that- 


Goulburn Island natives have apparently missed infection 
despite heavy infection among coastal natives further to 


the east. 
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FIGURE I. 


Table IV shows the pooled results of treating the material 
available in five-year age groups. It is interesting that, 
as in the case of type II antibodies, there is a falling off 
in the number of positive results in the over forty years 
age group. 


Type III Antibody. 


The analysis of the type III results is given in Tables 
V and VI. 


The results in Table V again show that the infection 
rate at Port Keats has been extremely low. There was 2 
doubtful positive result in one two-year-old (who had nec 
other antibody), and the next positive result was in «a 
sixteen-year-old. After this there were no positive results 
until the twenty years and over groups. It seems likely 
that infection with this strain has not been established ai 
Port Keats for fifteen years or more. 


The positive and the doubtful results at Delissaville 
were both in eight-year-olds; the child giving positive 
results had antibodies to all three types, and the “doubtful” 
child gave a positive result to type II. 


Other than these two stations, none gave evidence suggest 
ing the absence of infection during the last five years, and 
there were none in which the under ten years age grou) 
could be regarded as having a significantly lower “positive’’ 
rate than older groups. 


Table VI shows the results from all stations pooled and 
treated in five-year age groups. 


As in the case of type I antibody, the low percentage of 
positive results in the first three age groups is due almost 
entirely to the lack of infections in the two settlements 
with experience differing from the others. 


In the case of this antibody as in that of the others there 
is a fall in the number of positive results among subjects 
aged over forty years, and this is particularly noticeable 
in the case of Port Keats, which has not suffered any recent 
infections with the virus. 


Correlation of Different Antibodies. 


Mr. Graham Wilkinson, of the Commonwealth Scientific 
and Industrial Research Organization, Division of Mathe- 
matical Statistics, has examined these figures for evidence 
of correlation between the different types of antibody. 
Because of the exceedingly high proportion of positive 
results to type II virus it was not practicable to correlate 
these results with the others. 


There was no significant correlation between antibodies 
to types I and III viruses. 


These results, therefore, give no evidence for the exis- 
tence of heterologous immunity between these two types, 
nor fur the suggestion that certain individuals have a 
particularly marked ability to produce demonstrable anti- 
body to all types of virus. 


DISCUSSION. 


These results show clearly that types I and III polio- 
myelitis viruses cannot be regarded as endemic among 
aborigines throughout the Northern Territory. The absence 
of significant differences between different age groups 
when the stations which have clearly had little recent 


TABLE II. 
Summary of Figures for Antibody to Each Strain of Virus from Each Station. 
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TABLE III. 
Antibodies to Type I Virus in Different Age Groups at Each Station. 








9 Years. 10 to 19 Years. 20 to 29 Years. 30 Years and Over. 
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TABLE IV. 
Antibodies to Type I Virus: Pooled Five-year Age Groups. 
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TABLE V. 
Antibodies to Type III Virus in Different Age Groups at Each Station. 
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experience of the viruses are excluded, strongly suggests 
that when virus is present it rapidly infects the majority 
of the community. 


In 1951 there was an epidemic among white men in the 
Northern Territory. Our results are compatible with the 
hypothesis that all strains infected aborigines in Central 
Australia at about that time, that such strains penetrated 
to the remote Arnhem Islands, that apparently type I 
failed to reach Goulburn Island, the nearest to Darwin of 
the island groups examined, and that probably types I 
and III failed to spread west of Darwin. 


The situation at Port Keats, which is very remote 
although coastal, is particularly interesting, since neither 
virus has succeeded in spreading in that community for at 
least ten years. A reexamination of our type II figures 
for that station shows that none of the subjects aged under 
five years tested had antibody to that strain, although 
almost every native aged six years or over had. 


It seems probable, therefore, that Port Keats is only 
occasionally invaded by poliomyelitis viruses, but that, as 
in the case of other settlements, when invasion does occur 
infection is normally almost universal. However, the 
finding of occasional children with antibodies to viruses 
which clearly have not recently succeeded in passing widely 
through remote communities suggests the possibility that 
the virus may have reached these places, but failed to 
become established. 


The relatively low percentage of positive findings in 
the top age group, which was especially noticeable at those 
stations which showed few positive findings in the youngest 
groups, does not necessarily mean that the viruses failed 
to spread fully when introduced. It is equally compatible 
with a loss of demonstrable antibodies in those whose 
antibody mechanism has not been recently stimulated. 
Similar findings have been reported by Paul et alii (1952) 
on type I antibodies in the Cairo district. 


These findings again raise the problem of why paralytic 
poliomyelitis is so rare among Australian aborigines. On 
our 1952 visit to the Northern Territory we did not see 
any subjects who appeared likely to have previously 
suffered from poliomyelitis. In 1954 we were shown a 
full-blood aborigine with a history of an illness in 1925 
suggestive of poliomyelitis, which had left him with a 
residual paralysis of one upper limb typical of old polio- 
myelitis, and a half-caste who had been affected in the 
same year and had bilateral leg weakness. Both these 
subjects were in the same encampment at Aileron, 80 miles 
north of Alice Springs. 

It is therefore possible that cases are not so rare as 
we have been led to believe, and since the total aboriginal 
population in the Northern Territory is estimated at about 
14,000, a very large number of cases would not be expected 
even if the aborigines were fully as susceptible as white 
men, 

Further, all strains of virus appear to succeed in reaching 
most aboriginal communities at frequent intervals, and 
only a small proportion of the population has no oppor- 
tunities for infection in infancy. 


Although our findings may cast some small doubt on 
the applicability to this racial group of the theory that 
infection in infancy, at an age when liability to paralysis 
is low, leads to a lasting immunity, they are quite in- 
adequate to support any alternative theory of inborn racial 
resistance. 


SumMMARY. 


1, The distribution of antibodies to types I and III polio- 
myelitis viruses has been investigated in sera from 
aborigines at 11 settlements in the Northern Territory of 
Australia. 

2. Evidence suggests that certain areas have not been 
infected with these viruses for ten or more years. 

8. It appears that when one of these viruses becomes 


established in an aboriginal community, most of the sus- 
ceptible members become infected. 


4. No evidence of heterologous immunity between these 
two viruses could be obtained. 


5. The significance of these findings has been discussed. 
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ATOPIC ECZEMA.! 


By P. Warp FARMER, 
Melbourne. 


Ir is an honour for me to open this symposium on 
allergic skin diseases, and in discussing atopic eczema |! 
shall try to present this disease as we allergists see it. 
Probably some of my views will not be acceptable to th« 
dermatologist or pediatrician, but I hope that a fruitfu! 
and stimulating discussion will result. 


Eczema comes from the Greek éxfeiv, meaning to “boil” 
or “burst over’, while “atopy”, coined by A. F. Coca, 
literally means “without place” or, more freely, “a strange 
disease or state’. R. A. Cooke does not agree with the 
word atopy as applied to infantile eczema, as he does no! 
think that skin testing is a diagnostic procedure in this 
disease. It is probably safe to say that atopic eczema is 
an expression of an allergic reaction; but the controversia! 
questions are the extent to which inhalants, foods, 
bacterins and contactants are responsible in a given case, 
and how best to determine the causal agent. 


There is an irregular transmission of the atopic state 
in certain families, in which there are various combin: 
tions of the following: (i) An unusually high familial 
tendency to related states, such as hay fever, asthme. 
urticaria, migraine and atopic eczema. (ii) A tendency to 
develop a number of allergic sensitivities, which are demon- 
strable as weal reactions to scratch or intradermal tests 
with common foods and inhalants. (iii) The development 
of passive transfer bodies, antibodies or reagins in the 
patient’s serum, which can be demonstrated by the 
Prausnitz-Kuestner technique. In this test the patient’s 
serum is injected into the skin of a non-allergic individual, 
and after twenty-four hours this area of skin will give 
positive responses to the same allergens as the patient’s 
skin. (iv) A tendency to eosinophilia. (v) A general 





1Read at a meeting of the Victorian Branch of the British 
Medical Association on February 16, 1955. Part of a symposium 
on eczema, urticaria and allied allergic skin diseases. 
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hypersusceptibility to stresses, including heat, cold, infec- 
‘ion and emotional upsets. Atopic or hematogenous 
eczema has been called at various times infantile eczema, 
Besnier’s prurigo, generalized or disseminated neuro- 
dermatitis and flexural eczema. 


Infantile eczema seems to be more common in males, the 
ratio being three males to two females, while in the adult 
the sex distribution is about equal. There is a family 
history of allergy which I have made out to be as high as 
70%, and a great proportion of individuals with atopic 
eczema develop other manifestations of allergy at some 
time during their lives. We still have no idea why some 
subjects develop asthma and others do not; but probably 
50% of infantile patients do. We also notice that the 
symptoms of asthma and atopic eczema frequently 
alternate. Mutation of symptoms is common in the allergic 
individual. 

Lewis demonstrated that a histamine-like substance was 
iiberated by trauma and that the effects were counteracted 
by adrenaline. Biochemical changes in the electrolyte fluid 
bathing the skin cells or in the composition of the cells 
themselves have been held to be the cause. Barber 
postulated a secondary antigen produced by the individual 
in response to a primary antigen. There seems little doubt 
now that when antigen meets antibody on the surface of 
the cell, an alteration of permeability of the cell results, 
with the release of preformed histamine into the tissue 
spaces. Trethewie and Kellaway demonstrated the release 
of a slowly reacting substance whose action is more pro- 
longed than that of histamine. Possibly heparin and other 
substances are liberated as well. Trethewie has demon- 
strated that antihistamines will inhibit histamine and the 
other histamine-like substances in a differential manner, 
and no one now doubts that histamine itself is the main 
substance released from the cell. Heat increases capillary 
dilatation and makes nerve endings more sensitive, while 
tissue anoxia also intensifies pruritus. For an itch to 
occur one must postulate nerve endings in the epidermis 
or in the epithelial layer of the transitional mucous 
membrane. An area denuded of epidermis does not itch. 
Loewenthal maintains that the shock tissue in atopic 
eczema is the cutaneous blood vessels, and the reaction 
manifests itself by the immediate formation of a weal. He 
regards the changes in the epidermis, at least after 
infaney, as secondary; but some may dispute this view. 


There appears to be little difference between the bacterial 
flora of healthy skins and those of subjects with atopic 
eczema. Common saprophytes are present, and also 
Streptococcus hemotyticus and Staphylococcus aureus; but 
direct culture by pressure will result in more densely 
aggregated colonies of Staph. aureus from the skin lesions. 
It is hard to establish a relationship with infection from 
other parts of the body; but the teeth, the tonsils, the 
respiratory tract and the urinary tract should be carefully 
examined for infection. There is sometimes temporary 
mprovement after removal of infected tonsils. 


We still do not know the basic mechanism of atopic 
‘czema and other allergic diseases, but there are many 
irritants which can set off symptoms in the hypersensitive 
‘ndividual—there is an undue reaction to trivial stimuli. 
These trigger irritants include heat, cold, changes of tem- 
perature, humidity, excessive perspiration, teething, and 
2ir-borne allergens, such as horse dander, house dust and 
srass pollens, and infections in the nose and throat may 
‘avour the absorption of air-borne allergens. Foodstuffs 
‘volved may be milk, egg white, cereals, nuts, beef and 
‘ish. Drugs either ingested or applied to the skin may 
cause irritation, and silk and wool clothing irritates some. 
\lkaline soaps seem harmful, while some ointments occlude 
sweat glands and are detrimental. Moisture seems to 
encourage the lesions. Nervous factors are overwork, 
worry, fatigue, emotion and psychical dyscrasias, and also 
nervous tension in an affected child’s parents. 

There are three stages of the disease, as follows. 

1. Infantile eczema usually begins within the second 
or third month of life, or at any rate within the first 
year, and the papulo-vesicular eruptions occur on the 
cheeks, forehead, wrists, forearms and outer aspects of the 





lower part of the legs. Irregular areas of erythema and 
weal formation may occur, and considerable oozing is not 
uncommon and may become generalized. 


2. Infantile eczema may persist -to the second stage, the 
eczema of childhood. Lesions may not appear till tae 
second or third year, and may last till the tenth year or 
puberty. The lesions are papular and vesicular, and 
exudation is not commonly seen. The lesions tend to affect 
the flexures of the neck, wrists, and cubital and popliteal 
fosse, but may become generalized. Thickening and scaly 
lichenification occur, and itching is severe. The whole skin 
may be ichthyotic. 

3. In the third stage the lesions persist after puberty 
into adult life, and the predominant lesion is a papule or 
a number of confluent papules forming lichenified areas. 
These plaques are thicker and drier the greater the 
patient’s age, and are not sharply demarcated. Scattered 
excoriated papules often surround the lesions. The flexures 
are again the favourite sites, but isolated single areas do 
occur and may be confusing for the diagnostician. 


Allergic factors operating in different age groups would 
appear to be as follows. 


1. Intrauterine sensitization may occur. For example, 
egg white and certain allergens secreted in the mother’s 
milk can affect the infant. After the child has been 
weaned, cow’s milk is commonly blamed, the antigen being 
either lactalbumin, most commonly, or casein. Other foods 
in order of frequency are egg white, wheat, other cereals 
such as barley, oatmeal and maize, and nuts and beef. 


2. In older children and adults a different pattern of 
sensitivity occurs, and inhalants become more important. 
Such inhalants as house dust, grass pollens, kapok and 
animal epithelia assume more importance. 


Skin tests were carried out on 200 subjects with atopic 
eczema examined in private practice. The first group were 
aged between eight months and five years. Scratch tests 
only were performed, as it was considered dangerous to 
carry out intradermal tests, and frequent control tests were 
employed. When possible, powdered reagents were used, 
otherwise potent extracts and fresh foods. Horse dander 
and grass pollens produced reactions in 50% of cases, the 
reactions being large. House dust antigen, mixed feathers, 
cattle hair and kapok produced reactions in approximately 
the same proportion, linseed meal and cat hair slightly 
less. It was notable that sheep’s wool caused reactions in 
only two cases. Egg white was the commonest reactor in 
the food group, producing a large positive reaction in 60 
cases; wheat produced reactions in 17, oatmeal in eight, 
fish in five, barley in four and nuts in four. Cow’s milk, 
which is commonly blamed for symptoms, produced a 
reaction in 14. 


In the adult group the ages ranged from sixteen to sixty 
years, but half the patients were aged under thirty years. 
Scratch and intradermal tests were performed with 
inhalants, and scratch tests only with foods. Four patients 
failed to react. House dust produced reactions in 72 cases, 
and air-borne grass pollens in 50. Reactions to cat hair, 
kapok, linseed meal, horse dander and feathers were 
approximately the same in number. Autumn-flower pollens, 
capeweed pollen and dog hair caused reactions six times. 
There were no reactions to sheep’s wool, rabbit fur or orris 
root. Of the foodstuffs, oatmeal and honey produced 
reactions in 12 cases, mixed nuts in eight and wheat in 
eight. Egg white produced reactions in six cases, while 
whiting, tea, tomato and rice caused two reactions. The 
main contrasts between the groups are that egg white 
produced reactions much more often in the small children, 
while house dust produced reactions more often in the 
older patients. Grass pollens caused about equal numbers 
of reactions. The combination of horse dander and egg 
white sensitivity in young children is hard to explain, but 
there may be some biochemical similarity between the two 
antigens. Owing to the antigenic relationship of horse 
dander and horse serum, it is advisable to immunize these 
children with diphtheria and tetanus toxoid. 


These results correspond approximately with those 
obtained by most allergists, but their significance is subject 
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to much debate. It would appear that foodstuffs are more 
important in children, while air-borne dusts and grass 
pollens are more important in the adult. Every allergist is 
familiar with the exacerbations of eczema that occur in 
the spring, in patients sensitive to grass pollen. Apart 
from proteins in milk, capeweed and other pollens in cow’s 
milk may account for irritation from this substance in 
pollen sensitive patients, honey being also an irritant in 
the same way. Waldbott stresses the importance of 
bacterial infection and contact with external agents, and 
it may be hard to decide whether the irritant comes from 
outside or from the blood-stream. Certain locally applied 
agents, such as ointments of mercury, sulphonamides, 
penicillin and antihistamines, can act as contact irritants. 
Friction and rubbing may cause absorption of dust, 
cosmetics and dye from clothes. Some allergists stress the 
importance of house dust oils and dyes as contact irritants, 
and perform patch tests as a routine procedure. 


The diagnosis of the etiological factors in atopic eczema 
depends to a large extent on a very careful history and a 
thorough physical examination. Is there any family 
history of allergic disease? Has the patient ever suffered 
from hay fever, asthma, urticaria or migraine, or is there 
an abnormal reaction to insect bites? Is there an alteration 
of symptoms with season, weather changes, and in different 
localities and houses? What treatment has been instituted 
so far, what drugs have been taken internally, and what 
ointments have been used? A careful physical examination 
with the patient completely stripped will show the dis- 
tribution of the lesions. This should be followed by skin 


testing, and I wish to stress again the importance of 
frequent control tests, as the skin is often unduly sensitive. 
Intradermal tests with potent allergens can be dangerous, 
and should not be performed until scratch tests have 
estimated the degree of sensitivity to a particular allergen. 
Dry foods are defatted with ether, but perishable foods can 
be preserved with boric acid and glycerin. In the case of 


fruit and vegetables, I prefer to scratch on the raw 
material. Most refined food extracts are unstable and lose 
potency quickly. 


In the differential diagnosis we must consider “contact 
dermatitis”, in which the lesions are usually on the exposed 
parts and there is often no personal or family history of 
allergy; but it is important to remember that atopic 
eczema may develop upon a primary contact dermatitis. 
There is usually no family or personal history of allergy in 
seborrheic eczema, and the lesions do not itch so much. 
The scales are greasy, and the favourite sites are on the 
scalp, on the forehead, on and behind the ears, over the 
sternum and on the axillary and pubic areas. Other 
diseases which must be eliminated are impetigo, dermatitis 
herpetiformis, psoriasis, and pityriasis rosea, but the dif- 
ferential diagnosis of these is beyond the scope of this 
paper. 

The management of atopic eczema varies with the age 
of the patient. For the young child treatment must be 
individualized. Avoidance of dusts and epithelia is achieved 
by using a rubber pillow and mattress, and by having a 
minimum of furniture in the bedroom with carpets 
removed. Dusty toys and domestic pets should be removed. 
Insect sprays should be forbidden, and the room kept at an 
even temperature. An optimistic outlook must be trans- 
ferred to the parents, and a warning against undue fussing 
must be given. Admission to hospital may be necessary in 
severe cases, and improvement usually follows quickly; but 
in hospital there is risk of infection. The patient should 
be kept from children newly vaccinated, and must not be 
vaccinated with vaccinia virus, owing to the risk of 
developing Kaposi’s varicelliform eruption. There is also 
a certain affinity to the herpes simplex virus. The treat- 
ment of the skin itself is really the province of the 
dermatologist, so my remarks on this will be brief. The 
prevention of scratching is of paramount importance, and 
sedatives such as chloral and phenobarbital are useful. 
Restraint may be necessary in severe cases. Soap and 
water should not be used for washing, but baths of corn- 
starch and water are indicated, and drying must be by 
gentle patting. In the exudative stages compresses of 
potassium permanganate, one in 10,000 solution, may be 


used. An ointment of wool fat and zinc paste may need ‘o 
be applied frequently in a thin layer if rubbing is severe. 
In the subacute and chronic stages ointments containing 
crude coal tar, zinc oxide and starch are indicated. A 2-5% 
non-greasy ointment of hydrocortisone seems to be tem- 
porarily beneficial in alleviating itch and clearing the 
lesions. 


In infants and young children the diet may have to be 
manipulated carefully, but food sensitivities often disappear 
after the third or fourth year. Modified preparations of 
cow’s milk may be tried; but, as Bret Ratner has pointed 
out, heated milk has reduced anaphylactogenic properties, 
and skimming of the milk and adding dilute hydrochloric 
acid to it go a step further. Each preparation of milk 
should be given a trial for at least ten days to see if 
clinical improvement results. I have had disappointing 
results with goat’s milk. Soya bean substitutes are much 
used by the American school. Elimination diets as advo- 
cated by Rowe may be of help, and, although he starts on 
a milk diet, I find it best to eliminate all bovine products 
first. Animal fats, including cod-liver oil, sometimes upset 
these children. Specific desensitization seems to help some 
patients after the age of three years; but here the results 
of careful skin testing and a painstaking history must be 
enjoined to ensure a satisfactory result. I have found the 
injection of gradually increasing doses of a stock mixed 
bacterial vaccine to be of help in many cases, and smal! 
increases in dosage are necessary. When secondary infec- 
tion cannot be controlled by simple attention to the skin 
antibiotics given by mouth and the application of anti- 
biotic ointments may be necessary. Creams of bacitracin, 
neomycin and “Aureomycin” seem less sensitizing than 
those of penicillin and sulphonamide. Remember that 
penicillin injections have actually caused atopic eczema in 
a sensitive individual. There is no doubt that ACTH and 
cortisone are effective in producing temporary relief in 
most cases, but failures occur, especially in babies. These 
hormones are indicated when the patient is dangerously 
ill and sudden death is likely. Furthermore, ACTH or 
cortisone will clear the skin to enable skin tests to be 
carried out. Larger doses in relation to body weight are 
necessary in small children as compared with adults. 
Antihistaminics given by mouth proved disappointing in 
my cases, but sometimes itching was lessened. 


Older children and adult sufferers are often poorly 
nourished, and a vitamin deficiency of A and B complex 
may be present. Other manifestations of allergy are often 
present, or have occurred. The same rules apply about 
bedding and bedroom. Air-borne dusts and wind-borne 
grass pollens become more important, but food factors may 
not be so important. Psychosomatic irritation should be 
evaluated and the possibility of endocrine dyscrasia borne 
in mind. Scratching of the skin becomes a paramount 
feature, and itch may interfere with sleep; when this is 
alleviated, great improvement in the mental outlook 
results. Rubbing may be prevented by a scarf around the 
neck, or by bandaging if necessary, or collodion may be 
painted on the lesions. Heavy sedation may be necessary. 
The skin should be kept as dry as possible, and olive oil or 
tar ointment applied to dry lesions. Hydrocortisone 
ointment offers more promising results in the treatment of 
adults, but would appear to be only a temporary measure. 
As in the child, ointments of penicillin and sulphonamides 
should be avoided. Desensitization has a place in the 
treatment of some adult patients, but experience is required 
in selecting the right patient for this therapy. Especially 
when air-borne allergens cause strong reactions and there 
are flares in the spring and autumn are results satisfac- 
tory. Many eminent dermatologists condemn desensitiza- 
tion as useless in all cases, but surely this must be an 
extreme view. Stock mixed vaccine injections do help 
certain adult patients, but the role of bacterial allergy is 
still a very contentious subject. Results seem best when a 
noticeable delayed area of pinkness or redness develops at 
the site of injection after twenty-four hours. When there 
are no contraindications, cortisone by mouth is indicated 
in severe cases; 150 to 200 milligrammes should be taken 
daily for three to four days, and the dosage is then gradually 
reduced. Every physician should be thoroughly familiar 
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with the contraindications to this potent drug and with 
the necessary precautions to be taken. 


In summary, I would say that atopic eczema should be 
considered in relation to other allergic symptoms, and the 
disease-complex treated as a whole. Irritating allergens at 
different ages would appear to be as follows: foodstuffs in 
small children, and inhalants and bacterial antigens and 
infection in adolescents and adults. The importance of 
neurogenic and psychical factors has yet to be evaluated, 
but undoubtedly they add their weight to other trigger 
mechanisms operating. 

Finally it would be a great temptation to explain all 
these cases on the basis of Hans Selye’s “stress-adaptation” 
hypothesis, whereby there is depression of the pituitary- 
adrenal axis, and further research in this direction may 
eventually give us a clearer picture of so-called allergic 


_ diseases. 
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URTICARIA. 





By V. G. Bristow, 
Melbourne. 





Tue term “urticaria” comes from the botanical name of 
the common nettle plant, Urtica urens, and as the hairs 
of this plant have been found to contain both histamine 
and acetylcholine, the term is very appropriate. 


Angio-neurotic edema is generally considered along with 
urticaria, since the pathogenesis of the two conditions is 
thought to be similar. It is known as Quinck’s disease, 
although it was probably described earlier by Milton. In 
both there are dilatation and engorgement of the minute 
cutaneous blood vessels, together with a slight cellular 
perivascular infiltration and pronounced cdema of the 
tissues. There is also dilatation of the lymphatic vessels of 
the area. The difference between the two conditions is 
mainly one of the site of reaction, since in urticaria the 
blood vessels in the upper corium are those primarily 
involved, whereas in angio-neurotic oedema vessels situated 
more deeply in the subcutaneous tissues are the site of the 
main reaction. This explains why the swelling is more 
diffuse in angio-neurotic cedema than in urticaria, and also 
why there is generally more pruritus associated with 
urticaria, since the cutaneous nerve endings are most 
abundant in the more superficial portions of the skin. 


There has been relatively little recent work to clarify 
the mechanism of urticarial weal formation. The classical 
experiments of Lewis show that weal formation can be 
explained on the basis of a triple response: dilatation of the 
capillaries and venules, increased capillary permeability, 
and arteriolar dilatation due to an axon reflex which 
produces the flare. 

Recent studies have explained the concept that the flare 
surrounding urticarial weals results from arteriolar dilata- 
tion produced by an axon reflex initiated by the histamine. 
Cooper noted that intracutaneous injections of histamine 
failed to produce a flare in regions of old complete spinal 
nerve transections. Cooper disagreed with Lewis in finding 
that the flare reaction was decreased in the dermatomes 
below a spinal block. On the basis of many observations, 
Cooper concluded that the flare phenomenon could not be 
explained on the axon reflex alone, but that it involved a 
suprasegmental reflex arc extending to the diencephalon 
or higher, and that both the afferent and efferent limbs in 
this are travelled by the dorsal roots, while the autonomic 
nervous system was not involved. This are involving 
higher centres may explain the augmenting effect that 
emotion has on urticaria. Some workers observe that the 
subjective itching depends on the amount of flare, and not 
on the size of the weal. 





1Read at a meeting of the Victorian Branch of the British 
Medical Association on February 16, 1955. Part of a symposium 
on eczema, urticaria and allied allergic skin diseases. 






Although we think of urticaria as a simple antigen- 
antibody reaction, the triple response can be produced by a 
large number of factors. Many experiments have suggested 
that the autonomic nervous system, particularly cholinergic 
fibres, plays a part in urticaria owing to emotion, heat and 
exercise. The response can be stopped by nerve blocks, but 
not by arrest of the local circulation. 

Repeated exposure to heat, exercise and cholinergic drugs 
produce a condition refractory to these agents, although 
the skin will still respond to histamines. This was inter- 
preted to mean that the central nervous system was stimu- 
lated by heated blood to send out impulses via cholinergic 
nerve fibres of the autonomic nervous system to the skin, 
where acetylcholine was released. 

The consensus of recent investigations suggests that 
“cholinergic” urticaria is mediated by the release of hista- 
mine (caused by acetylcholine), particularly since the 
lesions fail to appear in histamine-exhausted skin areas. 
However, the favourable effect of anti-histaminic drugs in 
these cases is hard to interpret. 


In recent years drugs which liberate histamine have 
created much interest. In the skin they are found to elicit 
a typical triple response, this reaction being reduced by 
anti-histaminic drugs, and by repeated injections in the 
same area. A lot of work has been done by the use of 
the Tween compounds—dextran, morphine and curare— 
as histamine liberators; but numerous other substances 
have this effect, such as peptone, trypsin, animal venoms, 
bacterial toxins, strychnine, diguanidine, di-isothiourea, 
di-quaternaries, papaverine, codein, apomorphine, horse 
serum and egg white, antigens in sensitized animals, 
pethidine and polymyxin. Possibly, these and other 
unidentified substances are the cause of unexplained 
urticaria. Angio-neurotic edema can be produced in rats 
by egg white, without previous sensitization of the animals. 
The reaction is inhibited by anti-histamines, ACTH, 
cortisone, cestrogen and testosterone, and augmented by 
thyroxine, adrenalectomy and desoxycorticosterone. 


Diagnosis. 


Most people are familiar with urticarial weals. The 
individual lesion may vary in size from a pin head to a 
plate. Pruritus is nearly always present with urticaria, 
but rarely with angio-neurotic edema. When there is any 
doubt of the diagnosis, the evanescent character of the 
weals is important. They last from a few hours to a day 
or two at most. With one group fading a new crop appears. 
Hives may occur anywhere on the body. The differential 
diagnosis must exclude insect bites, although these may 
themselves be a factor in causing urticaria. 


Urticaria factitia or dermographism is distinguished by 
its presence wherever there is friction on the body. There 
has been a high incidence of dermographism following 
penicillin reactions. In most cases of dermographism the 
response occurs within a few minutes, but there are rare 
cases in which the response does not occur for six to eight 
hours, and lasts up to thirty hours. In any case of hives 
some dermographia is present. 

Urticaria pigmentosa and papular urticaria are men- 
tioned only to distinguish them from the common disease. 
Contact dermatitis and atopic dermatitis may have a local 
cedema which can cause confusion. Angio-neurotic @dema 
is usually quite easily distinguished from wdema of any 
other variety. Its asymmetry and total independence of 
gravity should be characteristic. Chronic low-grade 
lymphatic infection causing localized @dema should be 
watched for. 

Complications. 


Laryngeal cedema is probably the only common dangerous 
complication. yastro-intestinal symptoms are relatively 
common, and the pain, vomiting and diarrhoea may well be 
due to local edema of the gastro-intestinal tract. 

Reports of cerebral edema with mental confusion, coma, 
hemiparesis and convulsions are on record, and examina- 
tion of the cerebro-spinal fluid shows an increase in 
pressure, and in cell and protein contents. 
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Reliable reports of renal disease following severe 
penicillin reactions are appearing in the literature of this 
subject. Patients have hematuria, persistent albuminuria 
and impaired renal function, which develops in a few 
months to a year after the penicillin reaction. Perhaps 
a condition similar to periarteritis nodosa occurs. These 
cases may represent an intermediate stage between the 
reversible pathological changes of urticaria and serum 
sickness and the irreversible changes of the collagen 
diseases. 

There have been reports of the finding of L.E. cells in 
the blood of some patients with severe penicillin reactions. 
There have been many reports of cardiac involvement in 
cases of angio-neurotic edema and urticaria associated with 
serum sickness. While some are mild electrocardiographic 
changes which pass off, permanent myocardial infarction 
appears to have occurred. Cardiac disturbances have been 
reported in allergic reactions to penicillin, sulphonamides, 
tetanus antitoxin, aspirin and cincosal. 


Management. 


The methods of investigation are basically the same in 
acute and chronic urticaria. In acute cases the cause is 
usually found without much effort, but in chronic urticaria 
the cause escapes detection in up to 50% of cases. 

The four important factors to be considered are infec- 
tion, drug allergy, food allergy and psychic factors. 

The allergist must now be a general physician in the full 
sense of the term. As in every branch of medicine, a 
complete and accurate history is essential. The history 
must be followed by a careful examination of the patient 
before any special tests are undertaken. An undue haste to 
undertake skin tests and so forth is probably the quickest 
way to cloud the picture. For example: 

I was once asked by a patient, who had received a long 


course of hyposensitization to dust allergens at a hospital 
clinic, why no doctor had noticed that the hives were most 
severe on her legs. A few simple tests disclosed that she 


was sensitive to nylon, and changing her stockings to silk 
material effected a cure. 

In the history and examination, search for a possible 
focus of infection is the first step. 


Dr. Cyril Piper, of Adelaide, has followed this line of 
attack recently with much success. For example, urticaria 
following a penicillin reaction appears to be a simple 
allergic manifestation. However, we know to our sorrow 
that this condition can be very resistant to treatment. By 
using subcutaneous skin tests with slightly modified 
Commonwealth Serum Laboratories bacterial vaccines, Dr. 
Piper has demonstrated quite severe sensitivities, usually 
to staphylococci or streptococci. Hyposensitization with 
dilutions of the appropriate vaccines has resulted in a high 
percentage of relief of this distressing condition. 

I always take swabs from the nose and throat for cultural 
examination, and follow up any focus of infection found on 
examination. 

Careful questioning about medicines taken by the patient 
is very helpful. Perhaps aspirin, carbromal, cathartics, 
antibiotics, sulphonamides and contraceptive jellies are the 
commonest offenders. Phenolphthalein crops up in many 
patent aperients, even the dried fruit preparations and 
laxative chocolates. Aspirin and aperients are usually not 
classed as drugs by the patients. The antibiotics and 
sulphonamides show up well in the history when associated 
with some recent illness, but the contraceptive jellies can 
easily be overlooked. These usually contain quinine or 
mercury, and the latter often induces a sensitivity to 
nickel. The patient complains of urticaria or contact 
dermatitis when wearing costume jewellery, or even when 
clasps or buckles touch the skin. 

The complications of iodides and bromides are well 
known, but sclerosing solutions, horse serum, local anes- 
thetics, quinidine, barbiturates and of course digitalis, liver 
extracts and insulin can cause urticaria. Digitalis sensi- 
tivity is sometimes manifested even to the pure glycoside, 
and sensitivity to insulin can also be a problem. Now that 
vitamin B,, is available, liver sensitivity has ceased to be a 
worry. 


Most of the antibiotics can cause urticaria, as distinct 
from the contact dermatitis suffered by people handling 
them in quantities. Of the newer drugs, urticaria has been 
reported after the use of the following: PAS, heparin, the 
thiouracils, “Tridione”, “Dilantin”, dextran, phenylbutazone 
and quinacrine. The virus and rickettsial vaccines co:- 
taining egg albumen caused some trouble, and even the 
strongly anti-allergic drugs, such as pyribenzamine, chlor- 
.trimenton, ACTH and cortisone, have been accused of 
causing urticaria. Certainly ACTH, which contains protein, 
may cause reactions, and these may be avoided by changing 
the extract from sheep to pig. 

Skin testing for drug sensitivity is not satisfactory, and 
reliable tests can be obtained only for those with high 
molecular weights, such as insulin, liver and horse serum. 

Foods are our next group for investigation. Nuts, berry 
fruits and sea foods produce acute reactions, and are there- 
fore easily discovered, while foods such as milk, legum:+s 
and meat give delayed reactions and are harder to evaluate. 
Foods often vary in their effects with different districts. 
I have seen several English children develop hives after 
eating berry fruit or jam, foods which they could eat with 
impunity in England. 

Skin testing for foods is only of limited value in chronic 
urticaria, and is often unnecessary in acute urticaria. An 
intelligent patient keeping an accurate food diary is 
probably much more useful than the performance of tests. 
It is easier to place a patient on a relatively non-allergic 
diet and then add probable reactors, than .to try to 
eliminate one suspected food at a time from the diet. In 
Sydney, food is considered the main cause of urticaria, 
beer, oranges and tomatoes being the chief offenders. 


Intestinal parasites turn up every now and then as 2 
eause of chronic urticaria. In adults as well as children, 
threadworms are at least the trigger mechanism. Overseas 
reports associate amebiasis and Giardia lamblia infestation 
with urticaria. 

No definite psychiatric pattern has been associated with 
urticaria, but there are certainly well-documented cases in 
which the relation of emotional stress to exacerbation of 
the condition has been demonstrated. 

Sensitivity to inhalant allergens is often demonstrated in 
urticaria patients, but I believe that there is usually 
another factor present, and this is commonly a bacteriai 
infection. 

Occasionally contactants can cause urticaria rather than 
contact dermatitis, This is seen with some cosmetics, and 
an increasing group is caused by the wearing of nylon 
clothing. I have encountered two such cases recently. 


Insect bites can be a cause of this condition. Some 
observers state that urticaria occurs only after the patieni 
has had multiple bites which hypersensitize him. Bees and 
wasps produce the most severe reaction, and syncope and 
death have been reported. Some workers claim to hav: 
produced with the bites of insects such as fleas and mos- 
quitoes the whole gamut of reaction to hypersensitization 
with a series of bites, and later with controlled regula’ 
biting they have desensitized the volunteers. 

Urticaria resulting from physical agents certainly exists 
as a definite entity, but is inclined to be a clinical rarity. 
I have seen a cold-sensitive patient in whom you could 
produce urticaria at will. 

Hormones administered therapeutically certainly can 
cause urticaria, but the presence of this condition as a 
reaction to endogenous hormones as suggested by Zondek 
is open to doubt. 

Some observers state that the origin of urticaria i: 
indicated by the appearance of the weals. Drugs and som<« 
foods such as stone fruits produce giant urticaria. That 
due to infection is reported to be deep-seated, persisten‘ 
and painful. When urticaria is on the extensor surface o! 
limbs, it is burning in character rather than itchy. The 
so-called cholinergic type is a small weal with a large 
flare, and is therefore very itchy. Psychogenic urticaria 
appears late in the day when the patient is tired, and of 
course serum sickness is associated with lymphadenopathy, 
fever, arthralgia and myalgia. 
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Treatment. 
For acute urticaria, the administration of adrenaline is 


still the quickest method of giving relief. However, I find 


that “Antistine” given intravenously produces relief extend- 
ing over twenty hours or so. 

For a self-limited condition ACTH or cortisone will 
almost certainly give great relief. For the acute urticaria 
following food sensitivity, a simple saline aperient helps its 
yapid excretion. 

Mild chronic urticaria can be controlled with anti- 
histamine substance or ephedrine given orally, and in some 
distressing cases urticaria may require maintenance doses 
of cortisone and ACTH; but the only logical treatment is 
to discover the cause of the condition and eliminate it. 


—<$<@—__—_ 


ECZEMA, URTICARIA AND ALLIED SKIN DISEASES.* 





By DENIS CLARKE, 
Melbourne. 





WHEN dermatologists speak of an allergic skin manifes- 
tation, most of them mean an observable state of affairs 
which is produced upon the surface of the body, and which 
results from a presumptive or demonstrable antigen- 
antibody reaction. We are not so ready as some of our 
colleagues to call all eczema “allergic”. Yet one seems to 
bring from undergraduate teaching an impression that 
eczema always has something to do with allergy. 


Let us as dermatologists frankly admit that to us the 
word eczema is no more than a label, which we use to 
describe certain clinical observations, An early master of 
dermatology said that “eezema is what looks like eczema”. 
That is precisely where we still stand today. A rash has 
those features which allow us merely to make the diagnosis 
ef an eczematous reaction; but we do not ‘use the term to 
mean that eczema is a pathological state inevitably based 
upon an antigen-antibody mechanism. It is simply a 
pattern of reaction challenging us to elucidate its cause if 
cossible, 

True, that cause may often have an antigen-antibody 
basis, which may be demonstrable upon the patient him- 
self—for example, by the use of a patch-test—-or upon 
another person’s skin by the use of the patient’s serum, or 
in an animal, or in a test tube. But with our present 
techniques this cannot be frequently done, at least in the 
most common clinical forms of the eczema pattern of 
reaction. It is easy to allow a physical sign to constitute 
in our minds a disease entity all on its own; and that is 
what has been done to those physical signs which have 
been grouped together since the days of Willan and Hebra 
inder the title of eczema—the classical pin-point sized 
vesicles, macules, papules, crusts, and their sequela. The 
*“mnibus term ‘eczema’ was applied to them, and a new 
‘igease entity appeared to have been thereby created. 

In the so-called atopic and non-atopic forms of intrinsic 
czema—such as infantile eczema, “flexural eczema”, 
“'seoid eezema, and adult disseminated neurodermatitis 
‘'o0 mention some of the titles used), histamine or 
“H-substance” appears to play no part whatever. Nor can 
“ntibodies be found which account for the skin manifesta- 

‘ons. The renowned allergist Cooke has made the following 
«tatement: 

In no important group of commonly accepted diseases 
of allergy is our knowledge more scanty and super- 


ficial, and the dermatologic and allergic literature more 
contradictory and confusing than in that group desig- 


nated as allergic dermatitis. 
Yet this very group of atopic skin diseases is the one 
which is associated significantly with a personal and family 


history of other diseases of allergy, notably asthma and 
ta fever. I stress that I am excluding contact dermatitis 





1Read at a meeting of the Victorian Branch of the British 
Medical Association on February 16, 1955. Part of a symposium 
on eczema, urticaria and allied allergic skin diseases. 


However, Cooke and his 
followers attempt to find a common underlying immuno- 
logical basis for both the internal type and the external 
contact type of what they term allergic dermatitis. There 
are certain similarities in appearance and behaviour; but 
these two main groups of eczema appear to me and most 


from the present remarks. 


of my colleagues to be basically separate. However, it is 
beyond doubt that a non-allergic contact type dermatitis 
may on occasions show a transition to the so-called 
intrinsic form of eczema. This does not necessarily indicate 
an etiological identity between these forms of eczema, 
because an obviously non-allergic skin disorder, such as 
tinea, may initiate an eczematous reaction on occasions. 
On these occasions the contact dermatitis or the tinea is 
merely acting as an initiating or precipitating cause in a 
non-specific fashion. I shall mention other non-specific 
factors later. In short, the distinction between intrinsic 
eczema and contact-type eczema is based on clinical 
evidence and research which appeals to many derma- 
tologists. 

While this is said without criticism of those who believe 
strongly in the common factor theory, I feel that new and 
perhaps quite revolutionary investigational techniques 
would be necessary to establish the unitarian hypothesis. 
Perhaps we have been searching too hard for a humoral 
basis to intrinsic eczema, when the cause may lie in some 
dysfunction of the autonomic nervous system. Perhaps we 
have been too interested in extrinsic and environmental 
allergens, when in fact autosensitization to some normal 
or near-normal biological substance within the cells or 
tissue fluids is the explanation. But so far this attractive 
autosensitization theory has proved difficult to demon- 
strate. It was Whitfield who developed the autosensitiza- 
tion theory in 1921, on the basis of clinical observations. 
More recently Burnet appeared to find some merit in this 
theory, again without satisfactory experimental evidence, 
but on clinical observation and reasoning. 


Let us for the moment assume that the anatomical and 
functional mediator of the lesions of intrinsic eczema is in 
fact the autonomic system. Then we have some explana- 
tion of the accepted observation that non-specific factors 
can affect the behaviour of this sort of eczema, I refer to 
such factors as environmental temperature and humidity, 
friction from clothing or occupation, self-applied friction 
from rubbing and scratching, and psychological factors. (It 
is not stretching too long a bow to invoke psychological 
factors in diseases grouped amongst the allergies, if one 
remembers cholinergic or emotional urticaria.) These non- 
specific factors may well act via the autonomic system and 
thereby produce evident alterations in the clinical state 
known as endogenous eczema. 


In general, therefore, dermatologists believe that at the 
moment the approach to the management of atopic or 
intrinsic eczema is chiefly and usually dermatological, 
rather than allergic. Rarely, if ever, in these forms of 
eczema is anything gained by allergy-testing, although 
direct clinical observation of the effects of actual exposure 
to and avoidance of foods, et cetera, may on a few occasions 
reveal the cause. Sulzberger, the outstanding allergist and 
dermatologist, appears to have come to this viewpoint in 
practice, while still seeking new approaches to the problem 
in the laboratory. I agree with Cooke, who makes the 
following statement: 

Skin-testing by scratch or intradermal methods for 
immediate wheals is not a correct approach to a diag- 
nosis of the cause of allergic dermatitis. 

(That is, of the intrinsic type.) 

Before leaving the subject, let me repeat that histamine 
plays no part in the production of intrinsic eczema, and 
deplore the unreasonable, wasteful and at times harmful 
use of antihistamines in this type of disorder. Given 
orally they have little value, except for their sedative side- 
effects, while locally applied they may puzzle the clinician 
by actually producing allergic contact dermatitis through 
sensitizing the patient to the drug itself or to its vehicle. 
They are equally useless in contact dermatitis. 
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Finally, in the hands of dermatologists desensitization 
by accepted techniques of allergy has not proved of value 


in either intrinsic or contact eczema-dermatitis. 


Concerning contact type dermatitis or eczema, let me 
stress the following elementary facts which are not always 
brought out clearly enough in the dermatological and 
allergic literature. 


1. All inflammations of the skin may be called derma- 
titis. If it is caused by contact with an externally acting 
chemical, the disease is called contact dermatitis. Such 
contact dermatitis may or may not have the physical 
features of eczema. 


2. Contact dermatitis or eczema is of two quite different 
types—primary irritant and allergic. Primary irritants 
act through a non-specific, non-allergic damaging effect on 
epidermal cells. Allergens act through an antigen-antibody 
mechanism and show typical specificity. A few substances 
act in both fashions, being irritants in higher concentra- 
tions and allergens when dilute, if the patient has been 
sensitized. 


3. Less well known is the fact that contact dermatitis 
may or may not have the appearance called eczema. I want 
to make this quite clear. It has been accepted by many 
that if contact dermatitis has the appearances necessary to 
allow of the diagnosis of eczema, then the basis of that 
eczematous condition must be an allergy with an antigen- 
antibody mechanism. This is so at times, but not neces- 
sarily so. On the contrary, the patient may have 
conclusively proven sensitivity to a contact substance and 
develop a rash as a result of this allergy; but the resulting 
rash is not inevitably eczematous. It may be a mere 
erythema, or declare itself simply as edema of the eyelids. 
An example of this is eyelid dermatitis due to nail polish. 

4. It is in this allergic, external-contact-type dermatitis, 
whether eczematous in appearance or not, that the patch 
test is of such value—not because this test method is 
infallible, but because its result can be interpreted to 
reveal or confirm the actual causative substance, or alterna- 
tively to exclude a suspect substance, as the cause of 
allergic contact dermatitis. Moreover, as a general rule, 
primary irritants cannot be used in patch testing for the 
cause of primary irritant dermatitis, but in sufficient 
dilution they may be employed in patch testing when the 
substance which happens to be a primary irritant is 
suspected to be acting as a contact allergen. 


So far I have dealt with only two types of skin disease 
which have some acceptable allergic background—intrinsic 
eczema and allergic contact dermatitis. Yet there are many 
other dermatoses which are considered to depend upon an 
allergic mechanism, at times with good reason, but more 
often upon the flimsiest of evidence. To my discredit I 
once felt a little critical of a letter of reference, accom- 
panying a patient suffering from impetigo, which stated: 
“He has some allergic reaction to the streptococcus.” But 
that was true, in a sense, because it would have been most 
difficult (if not impossible) to reproduce impetigo upon the 
areas recently the site of that disorder. So the very facts 
that the patient had impetigo on certain areas at one date, 
and that he could not develop impetigo on these same 
areas for’ some time, suggest that he had an altered 
capacity to react to the streptococcus and/or staphylo- 
coccus at the time when he developed the disease, as 
compared with his capacity to react some weeks later. 
Now, if an allergic dermatosis is one which depends merely 
upon an altered capacity to react, then impetigo can be 
classified as an allergic dermatosis. The same sort of broad 
interpretation of the meaning of allergy and arguments of 
a post hoc ergo propter hoc nature have led to the inclusion 
amongst diseases of allergy of such dermatoses as the 
following: seborrheic dermatitis, erythema multiforme, 
lupus erythematosus, psoriasis, sarcoidosis and even acne. 


Dermatologists in the main do not believe that an 
allergic basis, in the restricted definition of an acceptable 
antigen-antibody reaction, plays a part in the etiology of 
these disorders—despite the fact that many teenagers can 
banish their acne by giving up chocolate milk-shakes. With 
the arguments advanced for and against an allergic basis 


for these and several other disorders, I have neither «he 
competence nor the time to deal. 


It is perhaps an ill-chosen occasion to mention ‘he 
undoubtedly more frequent occurrence of medication 
dermatitis which results from the habit of apply ng 
penicillin, sulphonamides, and local anesthetic and a>ti- 
histaminic preparations to the skin. But one of ihe 
subjects of this symposium is allergic skin disorders, and 
we as doctors are in cold fact producing these at an 
increasing rate with our drugs for internal and exter:al 
use. 


Having been critical of others, let me now be critica) of 
myself and my dermatological brethren for not being alert 
to the advances in theory and management of disease 
achieved by immunologists and allergists. When con- 
scientious, clear-thinking men of ability in our own 
specialty, but chiefly outside it, have spent much labour in 
trying to solve the sphinx-like riddles of allergy «nd 
immunology, it behoves us as dermatologists to acknow- 
ledge their achievements, to encourage their efforts by «ur 
interest, to criticize their theories and practices and to 
allow them time to consolidate their newly acquii‘ed 
knowledge; for somewhere amongst the immunologists’ dis- 
coveries may lie a master key—indeed even a set of keys— 
which may open the doors to a better understanding of 
many maladies, not only of the skin but of the whole 
human organism. 





A NEW APPROACH TO OPERATIONS FOR 
PROLAPSE. 


By J. CAMERON LOXTON, 
Sydney. 


THOSE who have had experience in the performance of 
the operation of vaginal hysterectomy and repair cannot 
fail to be impressed by the results obtained. The economic 
advantages of dealing at the one time and by the one 
procedure with two separate and distinct pathological ccn- 
ditions—namely, prolapse of the genital tract and disease 
of the uterus—are obvious. Particularly is this so when it 
is realized that the severity of the combined procedure as 
affecting the patient is no greater than that of either one 
of these procedures when carried out independently. ‘o 
achieve the same ultimate result by any other method 
would necessitate the performance of two major operatic:s 
with an interval between them of several months. 


In this article it is the intention to demonstrate not oly 
that certain principles learned in the performance of 
vaginal hysterectomy and repair, when put into practi:e, 
achieve results superior to other operations for prolaj:se, 
but also that these principles can be applied with ben: fit 
to other operations such as the Manchester procedure un: er 
various conditions, and that the principle can be carr:ed 
still further and applied to abdominal hysterectomy wth 
advantage when there is also a degree of vault prola:-se 
requiring treatment at the same time. 


The operation introduced by Fothergill and 1w 
generally known as the -Manchester operation, has b: °n 
for the past fifty years of inestimable value. Not only !:1s 
it been the main standby providing a pattern for mst 
operations for prolapse, but through its evolution it / as 
gradually drawn the attention of gynecological surges 
from the structures in the pelvic floor to those in relati:n- 
ship to the vaginal vault. 


With the passage of the years and the advance of a’a- 
tomical and surgical knowledge, it would appear that ‘ie 
Manchester technique can no longer hold its former plice 
in competition with other procedures, nor can it meet ‘he 
demands of a higher and more exacting standard of 
efficiency. As has happened in the case of other grat 
surgical procedures of the past, it must give way to more 
mechanically sound and scientific’ methods. 
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it has been found that quite an appreciable number of 
recurrences of the original prolapse follow this procedure. 
There appears to be something of a predisposition towards 
the development of fresh prolapse, such as enterocele and 
urethrocele, which occur in those portions of the genital 
tract not directly dealt with by the Manchester technique. 
li is found on a number of occasions, at the completion 
o° the operation and in the follow-up of these patients, 
that although the prolapse has been apparently cured, the 
vigina has been so narrowed in the region of the vault 
that coital function has been rendered either painful or 
impossible. 





FIGuRE I. FIGuRE II. 


The necessity of leaving behind an unhealthy and often 
bulky uterus is a distinct disadvantage, which becomes 
realistic when a subsequent dilatation has to be performed 
for cervical stenosis resulting in hematometra or pyo- 
metra, and in particular when, as is often the case, 
hysterectomy becomes essential to deal with uterine 
biceding from endometrial polypus, fibroid tumours, and in 
perticular adenocarcinoma. 


Recurrence of the original prolapse is as much the fault 
of the operator as it is of the failure of the technique of 
the operation itself. This fault would appear to be due to 
the utilization only of the lower anterior and weaker 
portions of Mackenrodt’s ligaments in supporting the newly- 
fishioned cervix, whereas, as will be shown later, much 
stronger supporting structures are readily available. 


The occurrence of an enterocele after the Manchester 
operation is frequent enough to suggest some inherent fault 
in this procedure. It is thought that the fault probably 
l.es in the following two things: (i) the degree of shorten- 
i:g of the anterior vaginal wall, a tendency which appears 
t: be inevitable in all- anterior colporrhaphies; (ii) for- 
sation of a rigid shelf across the anterior half of the 
‘clvic cavity. The shortening, whether initially produced 
y the operation or caused subsequently by the contraction 
* sear tissue, causes a forward shift of the cervix, which 
creases proportionately the distance between the cervix 
~.d the posterior wall of the pelvis. This region which lies 
' the floor of the pouch of Douglas is particularly handi- 
«pped with regard to its support by reason of the presence 
. the rectum, a viscus which is provided by nature with 
/ ple room to expand as required. The main supporting 
+ ructures in this region are the condensation of endo-pelvic 
mnective tissue known as the utero-sacral ligaments. 
“he whole area of the floor of the pelvis is subjected to 
> essure from above, the anterior half or so forming more 

‘ less a rigid shelf, while the posterior portion remains 
: latively poorly supported. The more forward the position 
i the cervix, the more directly downward and therefore 
ue greater becomes the resultant of forces from above 
which exercise pressure upon this weakened area. Con- 
‘irmation of this theory is provided by the well known 
instance of enterocele following the now obsolete operation 








of ventral fixation, whereby the fundus of the uterus is 
fixed in an upwards and forwards position to the anterior 


abdominal wall, and thereby a similar set of circumstances 


is produced. In like manner, the not infrequent occur- 
rence of enterocele after total abdominal hysterectomy 
can be explained, particularly when an attempt to support 
the vaginal vault has been made by attaching the round 
ligaments under tension to it. This technique, though 
apparently successful initially, can achieve its result only 
at the expense of forward displacement of the vault, thus 
increasing the surface area of the vulnerable space behind 
it. The fact that enterocele does not result more frequently 
from this could probably be explained by the eventual 
stretching of the round ligaments under tension, and the 
sagging backwards and downwards of the vaginal vault 
into its original position. That this occurrence is more 
the rule than the exception is confirmed by direct inspec- 
tion when on occasions it has become necessary to reopen 
the abdomen for other reasons. 

It becomes increasingly evident, from experience and 
from the literature, that something more than the Man- 
chester operation is required to support the bladder neck. 
Additional measures to strengthen the suburethral connec- 
tive tissue are now being employed by most gynecological 
surgeons in this city in their endeavour the more effectively 
to deal with stress incontinence of urine. 

Narrowing of the vaginal vault is undoubtedly due to 
that particular step in the standard technique whereby 
those portions of the endo-pelvic connective tissue known 
as the transverse-cervical or Mackenrodt’s ligaments, while 
still firmly attached to the vaginal skin on either side of 
the vault, are brought round with the skin still attached 
to them after a large triangular area of skin lying between 
them has been excised, and then sutured together in front 
of the newly-formed cervix. 

So long as Mackenrodt’s ligaments remain attached to 
the skin, it is a mechanical impossibility to unite their 
cut ends in front of the newly-formed cervix without 
substantially narrowing the vaginal vault. At the same 
time, it should be realized that forceful attempts to do 
this lead to splitting of these structures and some degree of 
separation of portion of the ligaments from the remainder 
which is still firmly united to the base of the utero-sacral 
ligaments. 





FiGureE III. 


In answer to the former statement, it may be stated 
that in the case of a prolapse, the total area of vaginal 
skin available has been increased by stretching. This 
may be so; but the fact that it has been increased by 
stretching does not mean that it will subsequently be 
immune from shrinkage, which will inevitably occur after 
the menopause. The fact remains that the Manchester 
operation tends to convert the normal inverted pear-shaped 
vagina, with its greatest width in the fornices, into the 
form of a cylinder or even a cone. 
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It is the writer’s view that in every case, irrespective 
of the age of the patient or present marital status, when 
an operation for prolapse is undertaken, particular care 
should be taken to retain a vagina of sufficient length, 
width and breadth in the fornices to permit of normal 
coitus. The importance of this does not appear to be 
appreciated generally, as is shown by the number of 
patients who consult the specialist after an operation for 
prolapse whereby the prolapse itself has been cured, but 
in the process of achieving this end the vaginal canal has 
become so narrowed as to render coitus impossible. 


Ficure IV. 


In the writer’s opinion the standard of vaginal capacity 
to be aimed at is a vaginal canal which will accommodate 
readily the entire length of the average index and middle 


fingers with a width at the intoitus of a loose two fingers, 
and a width in the fornices of at least four fingers’ breadth. 
In this way the normal inverted pear-shape is retained, 
which has its importance when it is realized that the added 
length of the vagina required for coitus is largely provided 
as the result of a process of bulging upwards by utilization 


FIGURE V. 


of the slack vaginal skin lying in the fornices. The 
tendency during the performance of repair operations 
unconsciously to narrow the vagina is well known. 


In an endeavour to deal with this problem, for several 
years past the writer has adopted the practice of refraining 
as far as possible from removing any vaginal skin at all, 
and thereby conforming more closely to the principle that 
the vagina owes its support not to its cutaneous surface, 
but to the endo-pelvic connective tissue which lies adjacent 
but on a deeper leve? to it. The anterior vaginal wall is 


closed and the underlying endo-pelvic connective tissue 
approximated and reinforced by a series of simple inter- 
rupted chromicized cat-gut sutures, which are so inserted 
as to take a shallow bite of the skin, and continuing 
beneath it in a lateral direction for some distance, take a 
deep bite of the underlying tissue. The vaginal skin at 
the end of the operation sometimes has a ravelled-up and 
creased appearance owing to skin redundancy; but by 
the time when healing is complete, this redundance is no 
longer apparent. The maxim here is that once too much 
skin has been removed, it cannot be replaced except by 


Ficurp VI. 


grafting, which in this region is at the best of times an 
uncertain procedure. 


The enforced retention of a diseased uterus in order 
the better to effect repair of a prolapse is a matter which 
requires no further comment. 


The operation of vaginal hysterectomy and repair, and 
in particular the principles which it teaches, enable us to 
avoid many of the pitfalls of the old Manchester operation 
and to provide a sounder and an anatomically and mechani- 
cally better method of repairing a uterine or vault prolapse. 


Figure VII. 


Having removed a diseased and often bulky uterus, the 
surgeon is no longer hampered by its presence, and can 
settle down to the problem of effecting the repair with 
much greater freedom and liberty of action. 


In the absence of the uterus, the main bundles of con- 
nective tissue—namely Mackenrodt’s ligaments and the 
utero-sacral ligaments—can be more securely united and 
at the same time shortened by an inch or more on either 
side, or at least by an amount which is equal to the breadth 
of the uterus which formerly occupied the space between 
them. 


It is a much simpler procedure now, in the absence of 
the uterus, to continue the suture line posteriorly along the 
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utero-sacral ligaments, uniting them together and thus 
prolonging the endo-pelvic connective tissue shelf back- 
wards towards the rectum and beneath the pouch of 
Douglas which it is desired to support. 


In the performance of vaginal hysterectomy, an oppor- 
tunity is afforded to increase the length of the vaginal 
canal by an amount atleast equivalent to that of the 
inevitable shortening of the anterior vaginal wall which 
takes place between the cervix and the symphysis pubis 
while at the same time taking steps to retain the normal 
width in the fornices. This is done by continuing the 
dissection of the vaginal skin of the posterior fornix 
before opening the pouch of Douglas, in such a way as to 


Ficurp VIII. 


dissect the vaginal skin cleanly off the bundles of endo- 
pelvic connective tissue in the region of the utero-sacral 
ligaments for a distance of at least one-third of the 
posterior vaginal wall. The dissection is thus carried 
upwards and backwards and the utero-sacral ligaments are 
exposed for a‘distance of one to two inches. A point is then 
taken on each side of the cut edge of the vaginal skin in 
the posterior fornix and anchored to the corresponding 
utero-sacral ligaments as far superiorly and posteriorly as 


Figure IX. 


possible. Starting from these two points, the vaginal walls 
are united along each utero-sacral ligament until these two 
ligaments meet in the mid-line. From then on a single 
suture line continues down the anterior vaginal wall 
towards the urethral meatus. The final appearance is 
similar to that of the inverted letter “Y”. The posterior 
fornix, which still retains its normal width, has by this 
Manceuvre been slung at a higher level than formerly. 


In the case in which retention of the uterus is desired, 
as when it is quite healthy and capable of functioning as 
an organ of gestation, or when its removal would be a 
hazardous undertaking, it has been found possible to 
employ some of the cardinal principles in repair following 
vaginal hysterectomy and still retain the uterus. 


The operation proceeds along the lines of vaginal 
hysterectomy as far as, but stopping short of, the ligation 
and division of the uterine arteries. Mackenrodt’s liga- 
ments and the utero-sacral ligaments are ligated en masse 
by means of an aneurysm needle, and their attachments 
to the uterus are then divided. The stumps of these liga- 
ments, comprising nearly all their fibres, are then united 


FIGURE X. 


together as in vaginal hysterectomy, but in this case they 
are in addition sutured to the front of the cervix, which is 
by this manceuvre displaced backwards. Should it be neces- 
sary at the same time to deal with an enterocele, the space 
directly behind the cervix and lying between the anterior 
ends of the utero-sacral ligaments can be obliterated by 
uniting these ligaments together. 


Figure XI. 


To overcome one of the disadvantages of the Manchester 
operation—namely, narrowing of the vaginal vault—the 
step in vaginal hysterectomy already described, in which an 
extensive cuff of posterior vaginal skin is dissected free 
from above and turned downwards, the utero-sacral liga- 
sients being exposed for some distance, is performed. As 
before, a point on the cut edge on either side of the 
transverse incision in the posterior fornix is taken. After 
a shallow “V”-shaped area of skin has been removed on 
either side, the apex of the “V” forming the point indicated, 
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this point is then sutured to the corresponding utero-sacral 
ligaments as far superiorly and posteriorly as possible. 
The posterior cut edge of skin is then sutured on either 
side along the utero-sacral ligaments until the new external 
os of the cervix uteri is reached. An inverted “Y”-shaped 
suture line is again fashioned, but in this case the point 
of junction of the three limbs of the “Y” is occupied by 
the new external os of the cervix. This mancuvre, in a 
similar manner to that in the case of vaginal hysterectomy, 
compensates for any shortening of the vaginal canal by 
raising the posterior fornix while at the same time 
maintaining its normal width. 

In the case in which, for one reason or another, vaginal 
hysterectomy seems out of the question, and in which there 
is a degree of vault prolapse in association with an 
unhealthy uterus, removal of which is necessary, one has no 
alternative but to perform an abdominal hysterectomy. The 
operator is often put to some difficulty in deciding on the 
best method of supporting the vaginal vault after the 
uterus has been removed. A readily available method is 
to make use of the round ligaments by suturing them to 
the vaginal vault. This initially gives an apparently good 
result, although the vaginal vault is pulled upwards and 
into a more anterior position. As has already been pointed 
out, this is undesirable. Another method is to unite the 
utero-sacral ligaments behind the cervical fascia, but this 
also is an unsatisfactory method. 


However, the problem can be dealt with by again utilizing 
the principles learned from vaginal hysterectomy. The 
bladder and ureters are pushed downwards and laterally, 
as in the classical operation of total hysterectomy. The 
uterus is then removed either by the classical extrafascial 
or the Worrall intrafascial technique. The vaginal skin 
and the skin covering the portio vaginalis of the cervix 
are dissected free from Mackenrodt’s ligaments and the 
utero-sacral ligaments. The vagina is then closed in either 
the “Y”-shaped manner or by purse string suture in the 
case of the Worrall operation. In the latter case, if the 
dissection is continued beneath the shin of the portio 
vaginalis, the size of the vaginal opening is much smaller 
than when the fornices are opened. Mackenrodt’s ligaments 
and the utero-sacral ligaments are then united by chromi- 
cized catgut sutures in the mid-line and above the vaginal 
vault. From then on the operation proceeds as usual, the 
pelvic peritoneum being closed in the usual manner. 


The principles and various procedures indicated above 
have been manifested and gradually evolved during the 
performance of more than a hundred vaginal hysterec- 
tomies. Each one of the procedures has been carried out 
on several occasions by the writer. At present, however, 
the series of cases is too small and the follow-up period 
too brief to permit of a statistical survey. The most that 
can be said at the present time is that the results so far 
have been eminently satisfactory, and that the method 
seems to have promise. Much work has yet to be done, and 
time must elapse before the method can be more accurately 
appraised. It is hoped to submit further articles on this 
matter at a later date. 


Summary. 


1. The advantages of vaginal hysterectomy and repair 
over other operations for prolapse are discussed. 


2. Certain cardinal principles in this operation are 
defined. 


3. The application of these principles to other operative 
procedures — namely, the Manchester operation and 
abdominal hysterectomy in association with vault prolapse 
—is briefly described. 


4. A plea is made for the institution of special measures 
to preserve the normal length and breadth of the vagina 
and width in the fornices in order that coital function may 
be preserved, irrespective of the age or marital state of 
the patient. 


Reviews, 


Garrison and Morton’s Medical Bibliography: An Annotated 
Check-List of Texts Illustrating the History of Medicin«, 
By Leslie T. Morton; Second Edition; 1954. London: 
Grafton and Company. 84” x 54”, pp. 670. Price: £5 5s. 


It may be an old-fashioned axiom that every beginner 
who wishes to keep to the highway and go far should first 
become acquainted with the mechanical construction and 
controls of his automobile before venturing to take his place 
at the wheel. Similarly, the reader will need to spend a 
little time in a preliminary study of its construction and 
modus operandi in order to make full and effective use of 
this Medical Bibliography, ingeniously thought out and put 
together by the late Fielding H. Garrison and Leslie ". 
Morton, who was formerly Librarian at St. Thomas’s Hos- 
pital, London, and is now Information Officer of the British 
Medical Journal. 


This excellent book of reference, which has been revised, 
enlarged and modernized for its second edition, contains 
nearly 7000 entries, each one headed in the margin by a 
serial number denoting the order of entry and serving as a 
means of reference to the individual items from the intro- 
ductory Table of Contents and from the separate name and 
subject indices at the end of the book. Each item begins 
with the surname of the author in heavy type, followed by 
his Christian names in brackets, span of life, full title 
of the work listed, its date of publication, and, lastly, a 
helpful annotation giving the reader a glimpse of the 
author’s background and some estimation of the work as 4 
definite contribution to knowledge. 


Here, Garrison and Morton would seem to have succeeded 
admirably in their attempt to illustrate the history of 
medicine by bringing together the most important works in 
the literature of the medical and allied sciences; in doing 
so, they have taken into consideration the special needs of 
research workers, librarians, bibliographers, and students of 
the history of medicine. The entries are listed in chrono- 
logical order of publication under forty main sections, most 
of them succeeded by a number of subsections for different 
branches of the leading subject, and ending with a list of 
entries solely concerned with the historical development of 
that field of knowledge. 


Since the first edition of 1943, the special section for “The 
History of Medicine” has been considerably enlarged and 
further subdivided to cover more than 20 pages of the 
book, and the numerous entries range in chronological order 
from Symphorien Champier’s treatise on famous medical 
authors, published in 1506, to Lord Horder’s “Fifty Years of 
Medicine”, London, 1953. At the end is a list of the more 
a British and foreign periodicals dealing with th« 
subject. 


It is many years since Garrison first conceived the idea of 
compiling such an illuminating bibliography, and now Leslie 
Morton has brought the project to full fruition. Cautious 
medical writers will feel bound to consult this book before 
publishing the results of their own scientific work. They 
should be able to find a copy in any medical library. 


Shearer’s Manual of Human Dissection. Edited by Charles 
E. Tobin, Ph.D.; Third Edition; 1955. New York: 
McGraw-Hill Book Company, Incorporated. 10” x 7”, 
pp. 304, with 79 illustrations. Price: $6.00. 


THIs work can be recommended as a guide to the dissection 
of the human body. The information gained from the 
dissection and that obtained from the descriptions and illus- 
trations in this manual should be supplemented by collatera! 
reading in one of the standard descriptive texts, and frequent 
reference to one of the standard medical dictionaries will also 
help the dissector to familiarize himself with the meaning. 
origin and pronunciation of the numerous terms he will 
encounter. Many interesting sidelights on the development 
of medical science will be brought to the student’s notice by 
this means. 


This manual of dissection is in one volume of handy size, 
clearly written and well printed; the illustrations should be 
of great assistance to the dissector. The directions are clear 
and easy to follow. The sequential presentation of regional 
dissections in the manual is based on the traditional order 
of dissection. However, this order may be changed to suit 
the plans or preference of the staff teaching the course. 


The work is quite up to date, and the description and 
method of exposing the fascia in the various regions are to 
be commended—for example, in the inguinal region the 
description of the muscles and fascia pointing out the 
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methods of repair of femoral hernia reflects the best surgical 
practice. 

Also the study of the anatomy of the inguinal ligament 
is based on the work of McVay and Anson and is the basis 
for one of the standard repairs for inguinal hernia in which 
the muscle and fascia are sutured to the ligament (Cooper’s) 
on the superior ramus of the pubis rather than to the 
inguinal ligament. 

This book can be recommended as a very good guide for 
students in their dissection, and those who use it should be 
enabled to gain a very good working knowledge of anatomy. 


Maternal Emotions: A Study of Women’s Feelings Toward 
Menstruation, Pregnancy, Childbirth, Breast Feeding, 
Infant Care, and Other Aspects of Their Femininity. 


By Niles Newton, Ph.D.; 1955. New York: Paul B. 
Hoeber, Incorporated. 93” x 64”, pp. 152. Price: $3.00. 


THis work is described in the subtitle as “a study of 
women’s feelings towards menstruation, pregnancy, child- 
birth, breast feeding, infant care and other aspects of 
femininity”. After a general introduction and a description 
of the research methods employed, the author has devoted 
a chapter to each of the subjects mentioned in the subtitle. 
Each section contains a review of the findings of other 
workers and the results of the author’s own investigations. 
An attempt is then made to apply the results to the psycho- 
somatic management of patients and their problems. 


The investigation was performed on 246 healthy women, 
the majority multiparous negresses, who had been confined 
at the Jefferson Hospital, Philadelphia. The subjects were 
interviewed on the first or second day of the puerperium, 
and the medical records were examined in every instance. 
For various reasons the final statistics were based on 123 
patients. In the final analysis, women’s feelings towards the 
factors. investigated—for example, menstruation—are related 
to their emotional and functional reactions to other factors, 
such as breast feeding. The general conclusion reached is 
that “positive” feelings towards femininity—pregnancy, 
breast feeding, menstruation and the like—are more usually 
associated with “good health and well-being” than are 
“negative” feelings. 

In the preface, the author states that she has been trained 
as a psychologist, and her approach to the current problem 
has been somewhat coloured by this fact. Little considera- 
tion has been given to the purely physiological and 
anatomical variations which are important in shaping or 
altering a woman’s reactions to her reproductive functions. 
This book will be of interest to those concerned with the 
psychosomatic aspect of feminine problems, but will not be 
of great assistance to medical practitioners. 


Midwifery: A Textbook for Pupil Midwives. By Aleck 
Bourne, M.A., M.B., B.Ch. (Cantab.), F.R.C.S., F.R.C.O.G., 
and Mary Williams, S.R.N., S.C.M., M.T.D.; 1955. London: 
J. and A. Churchill, Limited. 84” x 54”, pp. 392, with 112 
illustrations. Price: 20s. 


THIS is not just another text-book, but a valuable addition 
io the teaching literature available to the midwife tutor and 
her students, firstly, because of the clear and concise presen- 
tation of the subject and, secondly, because throughout its 
rages can be traced the influence of the co-author, who is a 
matron with a strong teaching bias. 

The opening chapters on anatomy and physiology are 
simple yet fully explanatory. It might be pointed out that 
on the first page the pupil midwife is advised to read the 
description of the pelvis with an anatomical model of the 
‘omale pelvis in front of her. Such advice would be greatly 
‘acilitated if Figures 1 to 5 had their various parts (bones, 
-pines et cetera) clearly marked. 

It is found that many general-trained nurses need revision 
in physiology to enable them to understand fully the normal 
ond abnormal conditions that may occur in the child-bearing 
cycle. This is adequately covered, and especially valuable 
are the paragraphs on cardiac and renal function, also 
iutrition, and the factors controlling weight gain. 


Most text-books for midwives deal first with the normal 
pregnancy, labour and puerperium, in that order, and then 
‘he abnormal. However, this book follows the pattern of 
several of the more recent text-books in that its arrange- 
ment of the subject matter deals firstly with pregnancy, 
normal and abnormal, in all its aspects, including the 
‘oxemias and ante-partum hemorrhage; it then passes on to 
iabour, normal and abnormal, and finally the puerperium, 
normal and abnormal. 


This newer arrangement seems to have many advantages 
from the teaching point of view, though it is contrary to 






the manner in which the subject is usually presented. It 
makes for completeness, as there are no “gaps” left in the 
understanding of these three phenomena of the obstetric 
cycle, when each, in order of sequence, is fully and com- 
pletely dealt with before the next is considered. 


The chapters on the newborn baby are very lucidly pre- 
sented, especially that difficult subject to teach—the Rh 
factor. 





The book can be strongly recommended to sisters and 
nurses in training, and perhaps more especially to those 
teaching them. 






Essentials of Orthopiedics. By Philip Wiles, M.S. (London), 
F.R.C.S. (England), F.A.C.S.; Second Edition; 1955. 
(London); J. and A. Churchill, Limited. 10” x 64”, pp. 
554, with 400 illustrations, Price: 55s. 


In the second edition of this work revisions have been 
made and the illustrations have been changed and added 
to. The author has covered a large and controversial sub- 
ject in 526 profusely illustrated pages with admirable clarity 
and conciseness, and the subjects are discussed in a well-set- 
out manner and grouped mainly according to anatomical 
regions. 

The book opens on a discussion of posture, a subject 
ignored in many of the other works on orthopedics. This 
includes presumably ‘for convenience such subjects as flat- 
foot, knock-knees and bow-legs. The author's preference for 
osteotomy as opposed to splinting for knock-knees is 
certainly open to question. The remarks regarding the 
inaptness of comparing the structure of the foot to architec- 
tural arches form a welcome departure from precedent. 
The statement that the vitallium cup remains at the present 
time the best form of arthroplasty for general use in dealing 
with the hip joint is probably correct, but arthrodesis and 
the MeMurray osteotomy are given as alternative methods of 
treatment with some enthusiasm. Those who advocate 
arthrodesis of the hip in young persons overlook the fact 
that young persons subsequently grow old. If the McMurray 
osteotomy gave consistently good results and the operation 
was free from troublesome complications, we would see 
series of successful cases published from time to time, but 
the fact is that we do not. Chondromalacia of the patella 
is regarded as a distinct disease of considerable importance 
as it is described in detail and many references are made 
to it in other parts of the book. It is not emphasized that 
cysts of the lateral meniscus are multilocular and may 
involve a large part of the meniscus, and the reason for 
advocating separate removal of cyst and cartilage is difficult 
to understand. Both Keller’s and Mayo’s operations for 
bunion are given, although the latter now has very few 
advocates. Operation appears to be regarded as the only 
treatment for calcified deposits in the shoulder. Gargoylism 
is included in the section on malignant tumours. There is 
no account of the treatment of injuries of tendons or 
peripheral nerves, nor is anything given about the principles 
of amputation, artificial limb fitting, or of limb equalization. 


From the point of view of the student requiring an intro- 
duction to orthopedics or of the practitioner wishing to look 
some subject up, the book would be much more useful if 
some of the sections on treatment, which in some instances 
are very brief, were amplified and if classical and other 
well-known operations were described, with suitable com- 
ment, and if the reader was given more information on how 
to do them. For instance, only one method of arthrodesing 
the knee joint is given. Some diagrams showing how to 
apply the Kite wedged plasters would be useful. 


Clinical Diagnosis. 3y Elmer G. Wakefield, B.S.A., B.Sc., 
M.D., F.A.C.P.; 19655. New York: Appleton-Century- 
Crofts, Incorporated. 10” x 634”, pp. 1618, with 21 text 
figures. Price: $22.50. 


THE author’s preface to this new book explains in part its 
purpose and arrangement. It is intended as a single volume 
reference work for diagnostic criteria of the common and 
uncommon diseases. It is arranged in three parts: the first, 
entitled “Regional Diagnosis’, includes chapters on diseases 
affecting locomotion, the topography and regional diagnosis 
of head and organs of special senses, and of the neck. Such 
conditions in the author’s opinion can be diagnosed on a 
review of the history and findings on regional examination 
alone. The second part is entitled “The Systemic Diseases”, 
and includes chapters on the “diseases of the thoracic wall, 
pleura, mediastinum, bronchi and lungs”, ‘diseases of the 
urinary organs” and “some diseases involving the cranial 
portion of the central nervous system”. The third part 
entitled ‘“‘The Body as a Whole” includes chapters on com- 
municable and infectious diseases, the allergic state, disorders 
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of metabolism and a short chapter on the autonomic nervous 
system. 


This is a large and heavy book, printed on good paper 
and well bound. The illustrations are line drawings and are 
mainly used to emphasize points of clinical examination or 
topographical diagnosis. A long list of references follows 
each chapter. The index occupies 60 pages and compensates 
in part for the curious arrangement of the material in the 
remainder of the book. The arrangement of the book is 
confused. It is difficult to see any logical sequence in the 
description of the various diseases listed. The information 
is often inconsequential and repetitive, and in some cases 
erroneous. One learns with some surprise that the cause of 
Adie’s syndrome (myotonic pupil with absent tendon 
reflexes) “is unknown except in instances where it is 
associated with the Pancoast syndrome”. The inclusion of 
tables and lists would have enhanced its value as a reference 
book. As it is, there is neither the conciseness of a reference 
book nor the orderly arrangement of a formal text-book of 
medicine. However, it is obvious that the author has had 
a great deal of personal experience in the subjects discussed. 
He has also reviewed an enormous number of papers. The 
volume has the strengths and the weaknesses of a one-man 
production. 


Ionography: Electrophoresis in Stabilized Media. By Hugh 
J. McPonald, D.Sce., in collaboration with Robert J. 
Lappe, M.S., Edward P. Marbach, Ph.D., Robert H. 
Spitzer, M.S., and Matthew C. Urbin, Ph.D.; 1955. 
Chicago: The Year Book Publishers, Incorporated. 
83” x 54”, pp. 278, with 28 illustrations. Price: $6.50. 


ELECTROPHORESIS for the separation of substances in solu- 
tion or in colloid form has been used intermittently for 
many years. Most of the methods used involved moving 
boundaries in a dispersion medium in an electric field. Some 
work was done with conducting solutions stabilized with 
agar, gelatin, filter paper, starch and other materials. This 
latter method has been very extensively studied during the 
past ten years. This technique has been called by McDonald 
ionography, and McDonald and his collaborators have pub- 
lished the book “Ionography”, which gives a_ detailed 
account of the methods used and the results obtained. Most 
of the results discussed in the book have been obtained by 
a technique in which is used a strip of filter paper with 
electrodes attached at either end moistened with a con- 
ducting solution and a drop of the solution to be examined 
placed at some convenient point on the paper. Substances 
in the solution migrate towards the anode or cathode at 
different rates. The method can be made extraordinarily 
sensitive. For example, using a single fibre of silk as the 
stabilizing medium, it is possible to estimate the ribonucleic 
acid content of a single cell. This is about a million times 
more sensitive than conventional paper chromatography. 
Details are given of the various methods. About half the 
book—85 pages—is taken up by an account of the uses of 
the method in biochemistry and general chemistry and of 
the results obtained. The substances separated cover almost 
the whole range of substances of biochemical interest-—pro- 
tein, lipids, carbohydrates, enzymes, hormones and vitamins. 
A noteworthy use of the method was the separation in pure 
form.of vasopressin and oxytocin. There is much of clinical 
interest, too, such as separation and estimation of plasma 
proteins, abnormal hemoglobins, and serum lipoproteins. 
This seems to be one of the best methods at present avail- 
able for obtaining small amounts of pure substances from 
complex mixtures. The book is clearly and interestingly 
written and should find a place in every biochemical 
laboratory. 


Polypeptides which Stimulate Plain Muscle. 
Gaddum, F.R.S., Sc. Pot »R.C.P.; 1955. Edin- 
burgh and London: "E. and S. Livingstone, Limited. 
83.” x 54”, pp. 148, with 34 illustrations. Price: 15s. 


Edited by J. H. 


A NUMBER of substances have been obtained from tissue 
extracts, prepared in various ways, which stimulate plain 
muscle. Whether any of these substances exist as such in 
the living tissues and have normal physiological functions 
has been a matter of much discussion. Some of the sub- 
stances have been obtained by the mildest extraction 
methods, others by more or less drastic treatment. In so 
far as they have been isolated they appear to be poly- 
peptides or substances related to polypeptides. A symposium 
was organized by Professor von Euler and held in Montreal 
in 1953, and the book “Polypeptides which Stimulate Plain 
Muscle” is based on the discussions at this symposium. 
Fifteen physiologists, biochemists and pharmacologists 
from Europe and America have contributed articles. 


Substances of known constitution, such as histamine, 
acetylcholine, adrenaline, nor-adrenaline and 5-hydroxy- 
tryptamine, have been excluded from consideration. Some 
of the substances considered are now known not to be 
polypeptides, but most of them probably are. Among the 
substances considered are those which have been called 
kallikrein, bradykinin, hypertensin, angiotomin, cholecysto- 
kinin and ferritin. The physical and chemical properties of 
all these substances are similar, but there is yet no certainty 
that any has been obtained pure. A difficulty in discussion 
is that different substances have been given the same name 
by different observers. 


There are considerable differences of opinion between the 
different authors. Anyone wishing to know the present 
position of knowledge about these extractive substances 
will find this book very useful and some sections will interest 
physicians. 


Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


“Pediatric Clinics of North America: Symposium on Diag- 
nosis by Presenting Symptoms’; 1955. Philadelphia and 
London: . Saunders Company. Melbourne: W. Ramsay 
(Surgical), Limited. 9” x 6”, pp. 324, with many illustrations 
Price: £6 15s. per annum. , 

This number consists of a symposium on “diagnosis by 
presenting symptoms”; in addition there is an “annual 
statement” on poliomyelitis. There are 23 contributions to 
the symposium and 28 contributors to the volume. 


in Psychoneurotic and 
J. Van Pelt, M.B., 
74” x 5”, 


“Hypnotic Suggestion: Its Role 
Psychosomatic Disorders.” A Thesis by S. 
B.S.; 1955. Bristol: John Wright and Sons, Limited. 
pp. 96. Price: 8s. 6d. 

The author hopes to assist medical men who wish to 
practise treatment by hypnosis and to stimulate further 
research in the subject. 


“Tea: A Symposium on the Pharmacology and the Physio- 
logic and Psychologic Effects of Tea”, by Henry J. Klaunberg, 
Ph.D.; 1955. Washington: The Biological Sciences Foundation, 
Limited. 9” x 6”, pp. 68. Price: $1.00. 


This was presented at a conference of the 
Academy of Sciences in May, 1955. 


New York 


“Anxiety and Stress: An Interdisciplinary Study of a Life 
Situation”, by Harold Basowitz, Harold Persky, Sheldon J. 
Korchin and Roy R. Grinker; 1955. New York, Toronto and 
London: The Blakiston Division, McGraw-Hill Book Company, 
— 9” x 6”, pp. 336, with 44 illustrations. Price: 


One author is a psychiatrist, two are psychologists and 
one is a biochemist. 


“The Hypophyseal Growth Hormone, Nature and Actions: 
International Symposium”, edited by Richmond W. Smith, 
junior, M.D., Oliver H. Gaebler, M.D., and C. N. H. Long, M.D. ; 
1955. New York, Toronto and London: The Blakiston Division, 
McGraw-Hill Book Company, Incorporated. 9” x 6”, pp. 592 
with many illustrations. Price: $12.00. 


The whole subject is discussed in five sections; there are 
29 contributions. The discussion deals with papers in groups 
of two and three. 


“Modern Practice in ™ veg edited by Frankis T. Evans, 


M.B., B.S., ea D.A. ; Second Edition ; , London : 
Butterworth an Comp pany (Publishers), ited. x 6g”, 


pp. 662, with a21 illustrations. Price: £4 10s. 


A member of the “Modern Practice Series’, 
contributors and 36 chapters. 


there are 26 


“The Suprarenal Cortex: Proceedings of the Fifth Symposium 
of the Colston Research Society held in the University of 
Bristol, April _1st-4th, 1952”, edited by J. Yoffey; 1953. 
London and Sydney: Butterworths Scientific Publications. 
10” x 7”, pp. 240, with many illustrations. Price: £2 18s. 6d. 


The book contains 20 contributions together with dis- 
cussion. It is Volume V of the Colston Papers. 
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All articles submitted for publication in this journal should 
te typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
ebbreviations and not to underline either words of phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given: surname of author, initials of author, year, full 
title of article, name of journal, volume, number of first page 
of the article. The abbreviations used for the titles of 
journals are those adopted by the Quarterly Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


ee 


ALTITUDES OF HAPPINESS. 


THE expression “Altitudes of Happiness” was coined by 
Professor Roget, of Geneva, to denote those subalpine 
heights where a definite exhilaration or euphoria is 
manifest in the human visitor. To quote a typical state 
ment: 

There is probably for each of us a precise altitude 
which is physiologically the best. ...I am at my best, 
most playful and light-hearted at an altitude. As if by 
magic my corns disappear, any rheumatic pains vanish, 
gouty twinges pass away, any lumbago or sciatic 
neuralgia, contracted at home, lessens its hold 
perceptibly day by day. No sooner do I return to the 
level of civilization than my feet drag, my corns call 
for the knife, all the symptoms reappear that bespeak 
an organism placed at a physiological disadvantage. I 
am a 6,000 feet man. 

We may discount this description a little by reason of the 
natriotism of the author and his affection for the high- 
lands of his beloved Switzerland, but there is a consider- 
able residuum of truth in what he asserts. Physiologists 
have devoted much time, experimentation and thought to 
the reaction of the body to heights where oxygen deficiency 
plays a prominent part; such investigations have been of 
great service in the conquest of Himalayan peaks and in 
air travel. At a height of approximately 18,000 feet the 
barometer reads half the sea-level figure; that is to say, 
a given volume of air contains only half the mass of 
oxygen it possesses at a pressure of 760 millimetres of 
mercury. The emphasis in high-altitude physiology has 









been placed rather too much on the lowering of oxygen 
partial pressure in the air admitted to the lungs and not 
enough on the elimination of carbon dioxide, which at the 
elevation mentioned, 18,000 feet, would occupy double the 
volume at sea-level and so flood out the oxygen from the 
alveolar air. Anyhow the interest of physiologists is 
centred on those heights where numerical expression can 
be applied to oxygen partial pressures well below what 
the normal body requires, to the percentage saturation 
of the hemoglobin with oxygen, to rate and depth of 
respiration, to the erythrocyte count and to the vital 
capacity after acclimatization. As Joseph Barcroft, of 
Cambridge, remarked: “I do not think high altitude work 
is worth doing at a much lower altitude than 14,000 feet.” 
The “altitudes of happiness’ are much lower, and it is 
curious to observe that examination of the dissociation 
curve of hemoglobin solution or of whole blood does not 
reveal any grounds for believing that there can be oxygen 
deficiency of more than trifling amount; yet there is a 
marked effect on the body. Few great centres of popula- 
tion are above 6000 feet; Johannesburg is close to that 
figure, whilst Mexico city is 7400. It has been said that 
a rise of 600 feet in the level of the ocean would render 
modern civilization almost extinct. The accumulation of 
humanity at sea-level can be explained by the necessity 
and ease of transport and the abundance of fish foods, quite 
apart from any consideration of the amount of available 
oxygen. Psychic factors enter into body reactions at ali 
altitudes. Thus Darwin at a height of 13,000 feet in the 
Andes suffered from mountain sickness, but to quote his 
own words: “There was much fancy in this; for upon 
finding fossil shells on the highest ridge I entirely forgot 
the puna (mountain sickness) in my delight.” This mental 
element probably also explains the relief given by sub- 
stances which could not possibly yield oxygen to the blood; 
thus one mountaineer sucked chlorate of potash lozenges 
with success, whilst Fitzgerald’s guide found a true 
panacea in wine. Yet if we make every allowance for the 
psychic contribution, there remains something which is 
not understood but cannot be dismissed as imaginary. 
Visitors to the Brenner Pass, 4500 feet, have experienced 
this euphoria, though they arrived by night train and were 
unconscious of any ascent; similarly aeroplanes with pres- 
surized interiors have at elevated plateaus discharged 
passengers who have no idea of the altitude but who soon 
become cognizant of the feeling of well-being. If, as is 
claimed, there is a physical basis for this euphoria, its 
actual cause has not been discovered. 

The practical question arises whether sufferers from 
pulmonary troubles should be advised to live at altitudes 
above sea-level. It is admitted by all that when there is 
gross oxygen deficiency the tuberculous patient is 
injuriously affected; but can he be successfully treated at 
“altitudes of happiness”? We find Davos and Montana in 
Switzerland only a little above 5000 feet; Denver, Colorado, 
is 5280 feet, and all these have had spectacular successes 
in the treatment of tuberculosis. Those who have been 
in charge of mountain sanatoria are convinced that there 
is a favourable reaction, though other factors take part 
such as the ultra-violet irradiation as well as the psychic 
element mentioned; but it is generally conceded that 
patients with a large portion of the total pulmonary 
apparatus out of action, as in pneumothorax, show marked 
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dyspnea and tachycardia on mild exertion and also 
acclimatize slowly if at all. For such persons these 
heights are contraindicated. It is interesting to note that, 
whilst Australia through protracted geological quiescence 
has lost what snow-clad ranges she ever possessed, she 
presents the holiday-maker and the pulmonary patient 
with a goodly choice of sites with the altitudes eulogized 
by Professor Roget. The therapeutic value of these has so 
far not been adequately considered. 

Conjecture has arisen whether this altitude euphoria 
indicates that Homo sapiens evolved somewhere about 
5000 feet above sea-level. The habits of an animal often 
proclaim territorial or climatic origin; for example, the 
domestic fowl perches at night, cackles after laying an 
egg and is immediately answered by the rooster and so is 
informed of the whereabouts of the rest of the family and 
reunion is made possible. It has actually been suggested 
that the strange habit of the rooster crowing at night is 
a signal to incubating hens hidden in adjacent scrub that 
all is well and the head of the family alive and vigilant. 
Then again we have the fowl’s dislike of rain and wet, and 
all these point to an original home with moderately thick 
scrub but not abundant rainfall. Are we justified in 
drawing any conclusion concerning the origin of the human 
species? The copious sweating and the scanty endowment 
of hair in man certainly suggest a tropical home, but to 
assume an altitude of 5000 feet above the sea is a risky 
surmise, for it does not admit any demonstration of 
exactitude. Further examination of Professor Roget’s 
postulate may clear up the problem to some extent, but 


the best answer will be found in archeological research. 


= —e 
Current Comment. 
CLINICAL SIGNS IN THE ELDERLY. 


A USEFUL compilation of clinical signs which commonly 
occur in elderly patients, and which are liable to give 
misleading impressions unless they are accurately assessed, 
has been assembled by S. M. Vine.t He points out that 
the commonest cause of edema in the elderly is increased 
capillary permeability associated with anemia, malnutrition 
or hepatic fibrosis; other causes may be loss of muscular 
pumping action due to immobilization, or venous obstruc- 
tion from old thrombophlebitis, long-standing varicose 
veins, or an abdominal tumour. When such cedema is com- 
bined with breathlessness due, often, to rigidity of the 
thorax and loss of lung elasticity, or with venous engorge- 
ment of neck veins associated with emphysema, obstruction 
of the superior vena cava or anemia, a diagnosis of heart 
failure is only too easy to make. Even if there are fine 
crepitations at the bases of the lungs, they may be due to 
restricted aeration and not to congestion. Even auricular 
fibrillation is not necessarily indicative of heart disease in 
older people, since it commonly occurs with a slow ven- 
tricular beat of less than 80 per minute, and no other signs 
at all. Vine goes on to say that even a considerable rise 
in blood pressure is not cause for alarm unless there is 
associated arteriosclerosis. When there has been some 
mental deterioration, such as a memory defect or a change 
in behaviour or temperament, it may have been due to a 
cerebral vascular accident, but cerebral tumour, general 
paralysis, chronic alcoholism or bromide intoxication (and 
therapeutic alkalosis should be added here) must be 
considered too. 


When patients trace a certain amount of weakness and 
disability to a fall, the fact that the fall and its sequele 
may have been due to a “silent” coronary or cerebral 
thrombosis may easily be lost sight of. A moderate degree 
of myxedema, difficult to diagnose in the aged, may be 
the sole underlying cause of mental apathy or inexplicable 
bad temper. 


Anemia can be simulated when the patient is confined 
to a small, airless, sunless room, especially if he has 
previously been used to an outdoor life with long-standing 
tanning of the face and hands—the faded tan goes yellowish 
and simulates an anemic quality. On the other hand, 
anemia is very common in the aged, especially in those 
with senile hypochlorhydria and an unsatisfactory dietary; 
moreover, aging bone-marrow becomes hypoplastic. 

Arthritis may be diagnosed when Parkinson’s disease 
without tremor is causing pain and weakness in a joint; 
in the hip, an unsuspected impacted fracture of the neck 
of the femur may be misdiagnosed, or there may be other- 
wise inapparent Paget’s disease, or secondary deposits 
from some tumour. 


Vine emphasizes that to over-estimate some of these 
symptoms is to condemn an elderly patient to an unhealthy 
reduction of activity; to regard others too lightly is 
to miss a condition which could be remedied before it is 
too late to save the patient from that immobilization which 
will reduce the remaining expectancy of life and make it 
more unhappy and troublesome. With the proportion of 
aged people in the population increasing steadily, Vine’s 
reminders are very timely. 





NATURAL DURATION OF BRONCHIAL CARCINOMA. 


ONE of the advantages of being a physician, as opposed 
to a surgeon, a century or two ago was that, with the 
exception of one or two well recognized procedures such 
as venesection, one probably did comparatively little harm. 
In modern times both surgical and medical treatment have 
become not only more effective but more adventurous and 
more dangerous, with the result that indications for the 
use of powerful new drugs and intrepid new operations 
must, if possible, be clearly defined and the value of such 
methods clearly proven. These aims can best be achieved 
against a background of a precise knowledge of the natural 
history of disease. Thus the efficacy of penicillin in common 
acute disorders of comparatively short duration is readily 
appreciated by the most superficial observer, but the 
efficacy of anti-tuberculosis drugs, for example, must in the 
main be estimated by controlled trials, the “controls” 
serving to illustrate the natural history of the disease in 
question. In some diseases, such as cancer, controlled 
investigations are unjustifiable, as this would entail exclu- 
sion of some patients from active treatment. It is thus 
all the more important—and all the more difficult—to 
obtain information concerning the duration and progress 
of this group of disorders. J. R. Bignall* has recently 
published a valuable survey of 255 cases of bronchial 
earcinoma in which no treatment likely to prolong life 
was given. Half the patients were dead within nine 
months, about a quarter dying in the fourth, fifth and 
sixth months, 39% lived over a year, and 14% lived over 
two years. In almost half the series the histological type 
of the tumour was known, and it was found that of the 
patients showing tumour differentiation into squamous or 
adenocarcinomatous types, one-half lived for almost a year 
and 25% for over two years. The corresponding figures for 
the undifferentiated group were seven and a half months 
and 7%. Patients with a history of illness of one to five 
months fared progressively worse, while in those with a 
longer history before diagnosis the prognosis tended to 
improve with increasing length of history (a phenomenon 
which has been recognized in other types of cancer). The 
median survival time (the time from onset to the time 
by which half the patients had died) was seven and a half 





1 Lancet, July 16, 1955. 


1 Lancet, July 30, 1955. 
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months in those with clinical or radiological evidence of 
metastases, and eleven and a half months in those without; 
the two-year survival rates were 5% and 22% respectively. 
Yhe survival rates of patients whose initial symptom was 
chest pain unaccompanied by fever were found to be shorter 
than for those in whom the first symptom was hemoptysis 
or fever, although the groups were comparable in regard 
to age and duration of symptoms, and in spite of the fact 
that the former group appeared to contain fewer undifferen- 
tiated growths. This persistent, aching, poorly localized 
type of pain appears when the disease is at an advanced 
stage, and of course chest pain may also indicate involve- 
ment of the chest wall by direct invasion or by blood-borne 
metastases in a rib. (Pleuritic pain as a presenting symp- 
tom usually occurs with fever, reflecting infection in a 
collapsed segment.) Prognosis improved with advancing 
age for patients with differentiated or undifferentiated 
growths. Survival rates did not appear to be significantly 
aifected by the site of the tumour or by sex. 


The above is a somewhat simplified account of the 
picture presented by Bignall, but it can be seen that prog- 
nosis bears some relation to histological type, duration of 
symptoms and presence or absence of metastases. These 
factors bear some relationship to one another as well as to 
the property of “degree of malignancy” referred to by 
Smyth' in his recent review of the natural history of 
gastric carcinoma. Prognosis is influenced to a lesser 
extent by the nature of the first symptom and by the age 
of the patient. Bignall concludes by discussing the signifi- 
cance of these factors in comparing different series and 
different methods of treatment, in terms of survival rates. 
There is, however, another aspect of the natural history 
of bronchial carcinoma which may well ultimately influ- 
ence the choice of treatment—the mode of death, which 
may vary from the comfort of rapidity to the agony of 
prolonged pain, paralysis or dyspnea. In an earlier paper 
Rignall? attempted to classify the mode of death, but the 
various difficulties in obtaining adequate data allow only 
the most tentative conclusions. It would seem that while 
more patients who had a resection developed cerebral 
metastases than in the unresected group, fewer suffered 
a protracted painful terminal illness. Against this must be 
set an operative mortality of the order of 10%, which 
cannot be ignored merely because the great majority of 
patients will die in any case. 


Considerations such as Bignall outlines do not simplify 
the problem of the management of carcinoma of the lung, 
although they may help to do so when adequate figures for 
various methods of treatment are available. They do 
enable the natural history of the disease to be readily 
appreciated, lending point to Bignall’s observation that it 
‘would be worth enquiring whether more could not be 
done to . . . ease the manner of their dying”. 





THE DOCTOR IN CONTEMPORARY LITERATURE. 


Ir is doubtless of great importance to see ourselves as 
others see us, to understand the other fellow’s point of 
‘'ew, to ascertain the views of the man in the street, and 
{s appreciate the weight of public opinion; so we have 
Gallup polls, reports of interviews with a cross-section of 
the community, Kinsey reports, and countless surveys of 
this and that in which we are ruthlessly reduced to per- 
centages. Although figures are lamentably lacking, it is 
‘structive to read Ronald Bodley Scott’s* entertaining 
review of the doctor in contemporary detective fiction, 
especially as it is supported by a good bibliography of 
scurces. An analysis of the characteristics of the general 
»ractitioner appearing in these modern counterparts of 
Homer’s postprandial yarns gives some grounds for satis- 
faction. He is usually square of build or countenance, an 
ebservation interpreted by Dr. Bodley Scott as implying 





*M. J. AUSTRALIA, July 2, 1955. 
°*Lancet, April 16, 1955. 
* Lancet, August 13, 1955. 


stolidity; he is competent and calm. He appears to possess 
some occult and infallible power to determine to the second 
the time of death after the most cursory inspection of 
the corpse, and not infrequently he displays rare toxico- 
logical diagnostic acumen (this quality is not expressed in 
so many words). It is to be regretted that the specialist 
does not fare so well under this close scrutiny; he is, on 
the whole, too well dressed and too polite. His air of 
distinction, his impeccable manners and his “overwhelming 
urbanity” tend to induce a feeling of inferiority in his 
patients, mixed with an often well-founded apprehension 
concerning his fee. His saving grace appears to be his 
inevitable intellectual brilliance, while “his only con- 
cessions to human weakness are his rapacity and his habit 
of irregular liaisons with members of the nursing staff”. 

A third section of this informative survey deals with 
the finding, which may surprise those unfamiliar with this 
specialized field, that in nearly 50% of the cases studied 
the murderer was a doctor. True, he maintains some 
semblance of ethical conduct by not, as a rule, murdering 
his patients and by not employing means which are 
entirely beyond the resources of murderers of other social 
classes. Unfortunately there are exceptions in both 
instances. Although the data provided are inadequate, the 
operation of murder appears to be more commonly per- 
formed by general practitioners than by specialists. Even 
so, it is important to remember (as C. Scott Russell' points 
out in discussing “proof” in clinical research in the same 
journal) that a statistically significant difference would 
not necessarily mean that the grouping itself was respon- 
sible for the difference. Murder might correlate more 
closely with the wearing of spats, for instance. Bodley 
Scott concludes that the novelist reflects the average man’s 
dual attitude towards the doctor (admiration and gratitude 
on the one hand and dislike for the “carping authoritarian” 
on the other) by portraying the general practitioner as a 
friendly fellow and the specialist as a remote scientist. 

As Scott Russell points out, there can be no certainty in 
arguing from the particular to the general, and it is there- 
fore devoutly to be hoped that in future publications Bodley 
Scott will give sufficient information to permit the valid 
application of statistical methods to his observations. One 
wonders whether it might not be wise to study the charac- 
ters of some cther occupation as a control series—garage 
mechanics, for example, whose work involves diagnosis and 
treatment of a complexity and mystery almost as great 
as in the practice of medicine, and for whom one often 
feels admiring gratitude or rebellious dislike for authori- 
tative remoteness. 





LEUCHA2MIA AS A COMPLICATION OF ANKYLOSING 
SPONDYLITIS TREATED WITH X RAYS. 

THAT exposure to radiation may lead to an increased 
incidence of leuchemia is suggested by such diverse find- 
ings as an unusually high incidence of the disease among 
the inhabitants of Nagasaki and Hiroshima and a similar 
incidence among radiologists. Many of us probably choose 
to close our eyes to the risks of the former, and the 
radiologist knows his own occupational hazards, but it 
is disturbing to find recent evidence even to suggest that 
this fatal disorder may result from therapeutic doses of 
X rays given to patients with ankylosing spondylitis. This 
relationship is by no means proved, and it should perhaps 
be treated not in isolation but in conjunction with a series 
of reports implicating radiotherapy and isotope therapy 
in the subsequent development of leuchemia, for which 
again there is as yet no proof. At all events the allegations 
—in some instances no more definite statement can be 
made—deserve very careful investigation if only because 
the death rate from leuchemia is undoubtedly showing 
some increase. 

H. van Swaay’ has recently reported five cases of 
leuchemia and two of aplastic anemia in patients who had 
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had radiotherapy for ankylosing spondylitis, and he states 
that a survey of the literature fails to reveal a case of 
leuchemia in this condition where radiotherapy had not 
formed part of the treatment. It is of interest, in regard 
to the problem of individual variation in susceptibility, 
that the brother of the patient in one of his cases was 
similarly treated without ill effects. Van Swaay considers 
that seven cases in Holland in recent years represent more 
than the chance association of a comparatively common 
disease with one with an incidence of about 1:25,000. 

Somewhat more precise statistical information is pre- 
sented by W. M. Court Brown and John D. Abbott,! working 
under the auspices of the Medical Research Council. They 
encountered inevitable difficulty in collecting retrospective 
data relating to a combination of circumstances not thought 
to have any significance, but they have analysed their 
results with commendable caution and due allowance for 
possible sources of error. Records of 21 examples of 
leuchemia, mostly acute and myeloid, were found among 
9000 patients treated for ankylosing spondylitis with 
X rays in the United Kingdom in the period 1940-1954, 
despite the fact that only a little over half the patients 
had been kept under observation. Court Brown and Abbott 
estimate the ratio of observed to expected deaths from 
leuchemia in the whole series as 5:4:1 (minimum) or 
9-5:1 (maximum). Deaths from aplastic anemia are not 
discussed in the present paper. In addition to the 21 cases 
mentioned, four patients were thought to have both 
leuchemia and ankylosing spondylitis when they first 
presented for treatment; this affords slender, although 
inadequate, evidence for a direct relationship between the 
two conditions. Two courses of radiotherapy were given 
to perhaps a third of the entire series; the incidence of 
leuchemia in this group is about four or five times greater 
than in those who received only one course. 

Court Brown and Abbott conclude that at least some of 
the cases of leuchemia developing in patients with anky- 
losing spondylitis may be attributable to X radiation. With 
certain reservations, particularly in regard to repetition 
of a course, they feel that the benefits of radiotherapy 
should not be withheld from these patients, whose dis- 
ability in itself reduces life expectancy. On the other hand, 
van Swaay appears uncertain that such benefits exist; he 
thinks it “not unreasonable” to “try radiotherapy” when 
other measures have failed. ° 

It is impossible not to remark that this final uncertainty 
emphasizes the possibly vital importance of a thorough, 
controlled investigation of all new methods of treatment in 
order to assess their efficacy, if not their dangers, before 
they leave the spotlight of newness for the semi-darkness 
of general usage. 





TOTAL HEMISPHERECTOMY. 


Ir is logical to assume that if a patient can remain 
alive, albeit suffering from the effects of cerebral com- 
pression, when the whole of one hemisphere is destroyed 
and replaced by a massive glioma, then he can live if the 
hemisphere and its growth are removed. Former opera- 
tions designed to deal with such a situation as this have 
been of the nature of hemidecortications, but now G. M. 
Austin and F. C. Grant? have devised “total hemispherec- 
tomy’, which involves removal of all the cortex, the under- 
lying white matter and the basal ganglia, leaving only the 
thalamus and hypothalamus to avoid splitting the brain 
stem. They performed this operation on four patients 
otherwise doomed. The first had had two previous opera- 
tions for partial removal of a glioma, and now had gross 
recurrence; the others were similar, but had had only one 
previous operation. In each case the tumour was right- 
sided. All patients retained gross function of the left leg, 
sufficient to walk with some degree of facility; some 
movement of the left shoulder and slight elbow flexion 
remained, but finger movement was lost. There was 
relatively little memory change, and intellectual capacity 





1 Lancet, June 25, 1955. 
2 Surgery, July, 1955. 


for concrete facts was good, but there was increased 
latency of response to questions, with considerable deteri 
oration in the realm of perceptual thought. Contralatera! 
pain sensation, which was decreased at first, returned to 
normal after three months, but touch remained grossly 
impaired. One patient died from the effects of a left-sided 
meningioma two and a half months after the right hemi- 
spherectomy, but the others are still alive and well after 
twenty-four, twenty-one and seven months. 

Austin and Grant consider that the condition of the 


patients affords evidence that consciousness is a function 
of the brain-stem acting in part through its relationship; 


-with the dominant hemisphere; that either the dominan: 


hemisphere possesses cortical aggregates that may take 
over additional duties of a motor nature when called on 
to do so, or else that there are lower levels of motor 
movement available for use after a period of learning. 
These are not exclusive concepts, and it must be remembered 
that walking is an organized and largely automatic reflex 
which is unilaterally controlled even though it is bilaterally 
effected; so that it might be expected to survive when 
more independent movements were lost. 


Following natural amazement at the possibility of such 
gross mutilations of what would have been considered 
essential portions of the brain, sober reflection suggests 
that these operations teach a very useful lesson. In 
each instance a conservative operation to remove part of a 
tumour and relieve cerebral pressure had been performed; 
presumably these operations had been recognized as only 
palliative, and had been limited because of fear of 
removing too much brain material. It may not be 
illogical to suggest that, when a patient with a malignant 
tumour of the non-dominant hemisphere presents early, 
wide total removal without regard to how much undamaged 
tissue must be removed too would be the treatment of 
choice. That is, early removal of the whole tumour and 
a considerable portion of the hemisphere is better than 
later removal of a,larger recurrent tumour and the whole 
hemisphere. The point is at least worth consideration. 





THE CHEMOTHERAPY OF MALARIA. 


THERE are still much misunderstanding and some contro- 
versy regarding the relative values of the various anti- 
malarial drugs, and an authoritative statement has been 
badly needed. The World Health Organization’s Expert 
Committee on Malaria, recognizing this need, appointed a 
committee consisting of Sir Gordon Covell (United 
Kingdom), Dr. G. Robert Coatney (United States of 
America), Dr. John W. Field (Federated Malay States). 
and Lieutenant-Colonel Jaswant Singh (India), charged 
with drafting factual information on the properties of 
antimalarial drugs. The report' of this committee is full 
and detailed enough to cover every point, but not so 
technical as to confound the ordinary practitioner. The 
section on the chemistry of the drugs is handled very 
well, and its exposition of the basic ring-structures on 
which antimalarial action depends is not only clearly 
understandable, but also extremely interesting. 

The report meticulously defines each term as it is first 
brought into use; the definitions in many instances serve 
to indicate how much confusion has arisen through loose 
usage of certain terms. Similarly, the section on drug 
resistance leaves no doubt that much nonsense on the 
subject has been said and written. The final conclusion is 
that “The drugs which excite resistance are those which 
appear to act by inhibiting nuclear division—proguanil, 
pyrimethamine and the sulphonamides. Cross-resistance 
between these drugs may occur. Drugs like quinine. 
mepacrine, chloroquine, and pamaquine—which appear to 
act in some other way—do not give rise to significant 
resistance.” 





1“Chemotherapy of Malaria’, by Sir Gordon Covell, C.1.E.., 
M.D., G. Robert Coatney, Ph.D., John W. Field, C.M.G., M.D 
and Jaswant Singh, M.B., Ch.B., D.P.H., D.T.M.andH.; 1955 
Geneva: World Health Organization. 93” x 64”, pp. 124, with 
many illustrations. Price: 17s. 6d., cloth-bound edition. 
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By closely correlating the action of the various drugs 
with the life-history of the various species of Plasmodium, 
tne committee leaves no ground for disagreement from its 
fnal pronouncements on the details of prophylaxis and 
treatment. In particular, the limitations of collective drug 
nrophylaxis are clearly defined; the superiority of vector 
control, and the practical impossibility of maintaining 
enough drug control to do any lasting good are well brought 
cut. All malariologists worthy of the name know this, of 
course, but administrative bodies tend to believe that 
inalaria can be eliminated by handing out bottles of drugs; 
this is so much easier than organizing, say, a residual 
spraying campaign. It is most useful to have authoritative 
statements on the subject from recognized authorities 
like the members of this committee. 

In the section on treatment, after laying down adequate 
dosages for the chosen drugs in all circumstances, the 
committee settles, as far as present knowledge and experi- 
ence permit, the matter of parenteral treatment. Its 
decision is that since the properties and effects of quinine 
when it is injected are fully known, its use for urgent cases 
is to be preferred, until such time as chloroquine has had 
enough use in the field to determine its value exactly. 

It is unfortunate that WHO publications have, initially, 
a rather limited distribution, and that they normally do 
not come to the notice of most of those people whom they 
are most likely to benefit, although there are few countries 
without an agent who can supply them. Although few 
doctors in Australia see patients with malaria these days, 
it is remarkable how many find the need, now and then, 
for some definite and reliable information about either 
treatment or prophylaxis. This report would give them all 
they needed. 





A NEW SURGICAL EMERGENCY. 





ProTRUSION of an intervertebral disk has usually been 
regarded as a chronic condition, one which requires delibe- 
rate investigation and assessment before operative measures 
are instigated; but in a recent report by B. Fairburn and 
J. M. Stewart! three cases are described in which the 
condition had, perforce, to be regarded as a _ surgical 
emergency. Each of the three patients had a long history 
of intermittent backache; then there was a shorter history 
of radiation of pain into one lower extremity; finally there 
was a sudden episode of acute pain, weakness of both 
‘ower limbs, and disturbance of micturition. As these 
a uthors point out, acute compression of the nervous system 
> much less well tolerated than insidious compression; 
and sudden compression, because it does not allow time for 
adaptive changes, is liable to cause permanent damage. 
ence, massive protrusion of a lumbar intervertebral disk 
ausing acute bilateral compression of the cauda equina 
‘just be regarded as a surgical emergency, and handled 
eccordingly. Fairburn and Stewart recommend that when 
‘here is a history such as these patients had, myelography 

sould be performed promptly, and if a block is revealed 
*» Metal marker should be strapped over the site to act 
3S @ guide for operation. Since in each of these cases a 
‘arge protruded mass was found and removed, with sub- 

equent early relief of pain, but persistence of difficulty 

‘ith micturition for somewhat longer, and residual motor 
vefficiency for months, and since cases recorded in the 

iterature showed serious and permanent results when 
“argical relief was not given early, it would seem that 
‘airburn and Stewart have proved their case. 





CHROMOSOMAL SEX DETERMINATION. 





THE XX female chromosome aggregation can very easily 
»e seen as a small pedunculated mass in mature neutrophile 
‘eucocytes, but it is a tedious business searching a thin 
‘lood film for a confirmatory number of these cells. Even 
more time-consuming is a skin biopsy, with the cutting of 





1 Lancet, August 13, 1955. 


sections. K. L. Moore and M. L. Barr' have now shown 
that the female chromosome is easily seen in cells from 
the oral mucosa, and have reported their technique. The 
inside of the cheek is firmly scraped with the edge of a 
wooden tongue-depressor, and the material smeared on 
microscope slides coated with Mayer’s egg albumen; the 
slides are immediately immersed in Papanicolaou’s fixative 
for some hours, then passed through alcohols and distilled 
water and stained. The authors claim that the ease and 
simplicity of the method, which has been proved to be 
reliable, make it the method of choice. Certainly it appears, 
from their report, to have much to recommend it. 





MERCURIAL DIURETICS AND MERCURIALISM. 





DesPITE the relative non-toxicity of mercurial diuretics, 
their continued parenteral administration has given rise 
to many instances of mercurial poisoning, and there have 
been a few cases of poisoning reported after oral adminis- 
tration. Recently, C. A. Caceres and J. C. Stauffer? reported 
a case of subacute mercurial poisoning following the use 
of “Neohydrin” which is most instructive. The patient, 
a seventy-three-years-old nurse, had episodes of pneumonia, 
myocardial inefficiency and edema of the ankles. After 
suitable treatment she was discharged from hospital and 
placed on a therapeutic régime which included a daily 
tablet of “Neohydrin”. After a time, since all was going 
well, her physician reduced her attendances for checking 
to once every three months. The patient, as mentioned, had 
been a nurse, and this would have been one reason why 
she kept so meticulously to her treatment. At any rate, 
she ultimately developed all the symptoms and signs of 
subacute mercurial poisoning after thirteen months of 
treatment with the daily dose of ‘“Neohydrin’”. She made 
a good recovery, and mercurial medication was not 
reinstituted, 

The lesson here is not that mercurial diuretics can be 
dangerous, but that the “routine” administration of poten- 
tially dangerous drugs without adequate supervision often 
leads to trouble. 





TREATMENT OF MYASTHENIA GRAVIS. 





Mary WALKER introduced physostigmine and neostigmine 
(“Prostigmin”) for the treatment of myasthenia gravis 
in 1934, and neostigmine bromide has been the mainstay 
of treatment ever since. However, it has certain dis- 
advantages, so that belladonna has had to be used to 
neutralize its effect on smooth muscle, notwithstanding the 
fact that belladonna marks the onset of dangerous over- 
dosage; moderate overdosage may cause cholinergic block 
at the myo-neural junction, and there is no way of con- 
trolling this; moreover, because of its rapid excretion, 
frequent doses have to be given. The alkyl phosphates have 
a prolonged suppressive effect on cholinesterase, but the 
abdominal cramps and diarrhea which they cause are most 
difficult to control, and atropine has the same dangerous 
masking effect. ‘“Mestinon”’, an analogue of neostigmine, 
had a good anticholinesterase effect in large doses, and 
less intestinal side-effects, but only a short action. Now 
R. S. Schwab, Clare K. Marshall and W. Timberlake’ have 
reported on the use of “WIN 8077’, a new double-benzene 
molecule, on 50 patients with myasthenia gravis. This 
drug is two to three times as active as neostigmine, and 
its effect lasts twice as long. Although it stimulates 
smooth muscle, the gastrointestinal side-effects are mini- 
mal, requiring no atropine to control them—which is as 
well, since the margin between therapeutic and toxic 
dosages is narrow, and there is little warning of the onset 
of poisoning. Unfortunately many new drugs have this 
last disadvantage, which considerably limits their useful- 
ness; but once a line has been established, it is not long 
before it is opened up, so that we can look forward to 
safer analogues of “WIN 8077” with some confidence. 





1 Lancet, July 9, 1955. 
2New England J. Med., July 14, 1955. 
3J.A.M.A., June 25, 1955. 
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Abstracts from edical 
Literature. 


THERAPEUTICS. 


Typhoid Fever. 


L. Benavipes et alii (J.A.M.A., 
March 19, 1955) describe the treatment 
ot typhoid fever with synnematin B. 
Fifteen patients with typhoid and one 
with paratyphoid were treated. Syn- 
nematin B was given in varying doses 
from 80 to 350 milligrammes per kilogram 
per day. The response was satisfactory 
in all patients but one, who did not 
respond to either synnematin B or 
chloramphenicol. The authors state that 
chloramphenicol has been found unsatis- 
factory, since relapses occur. Salmonella 
typhi may persist in biliary tract and feces, 
carriers may occur, and intestinal hemor- 
rhage and perforation may occur. The 
results with synnematin B seemed to be 
most effective. There were two relapses 


among 16 patients, but all recovered ; 
no intestinal hemorrhages or perforations 
occurred. Blood and feces were cleared 
of Salmonella typhi within two or three 
and no toxic effects were 


months, 
observed. 


Hiccups. 


C. E. Frigrpcoop anp C. B. RipestEIN 
(J.A.M.A., January 22, 1955) describe 
the treatment of hiccups with chlor- 
promazine. Fifty patients were treated 
who had not responded to heavy sedation, 
earbon dioxide inhalations or any other 
therapy, including phrenic nerve crush. 
An injection of 50 milligrammes of the 
drug was given intravenously. In rare 
eases the dose of 50 milligrammes was 
repeated in two to four hours. Several 
aged debilitated patients were given only 
25 milligrammes intravenously, and if 
necessary 25 milligrammes _intra- 
muscularly. Forty-one patients were 
relieved almost immediately. Six were 
not relieved. Further treatment did not 
effect a cure. Side effects were reported 
in the form of depression, sedation, 
dermatitis, faintness, palpitation and 
tachycardia. 


Rheumatic Fever. 


W. H. Bunn ann H. N. BENNETT 
(J.A.M.A., March 19, 1955) discuss 
community control of rheumatic fever. 
They state that small daily doses of the 
sulphonamides had been shown to prevent 
sore throats leading to rheumatic fever. 
Penicillin was then found to eradicate 
streptococcal sore throats and prevent 
rheumatic fever. As a sequel to this, 
any child complaining of a sore throat 
or not feeling well was sent to a nurse, 
who took the temperature and a throat 
swabbing if there was any indication. 
If a throat infection seemed apparent, 
the child was referred te the family 
physician. Of 1017 children examined, 
throat culture findings were positive in 
6% for 8-hemolytic streptococci; 15 
of these children received adequate 
penicillin therapy for six or eight days. 
Many children had inadequate therapy. 
However, none developed rheumatic 
fever. Community education of parents 


and doctors, teachers and school nurses 
is advised, in order to cope with this 
situation and prevent rheumatic fever. 
The authors are satisfied that adequate 
penicillin therapy for sore throats will 
cope with these conditions. 


Prostatic Carcinoma. 


W. J. Srausitz, O. J. OBERKIRCHER 
AND M. H. Lent (J. Urol., November, 
1954) report their clinical results in the 
modern treatment of prostatic carcinoma 
over a ten-years period. They state that 
adenocarcinoma was the most common 
pathological type, and responded best to 
anti-androgen therapy. In a little under 
40% of cases the serum acid phosphatase 
level was raised. It was normal in a 
little over 50%. In the remainder this 
estimation was not made. Of patients 
treated by an initial combination of 
estrogens and_ orchidectomy, 56% 
survived for five years, while 20% 
survived for ten years. Of a group of 
untreated patients, only 10%, survived 
for five years, and less than 3% survived 
for ten years. This little group comprised 
37 patients who were treated before 1941, 
and received no specific form of therapy. 
The number of patients in the modern, 
anti-androgen group was 85. 


Painful Shoulder. 


M. E. Knapp anp J. P. ENGEL 
(J.A.M.A., March 19, 1955) discuss the 
diagnosis and treatment of the painful 
shoulder. They state that common causes 
are cervical hypertrophic arthritis, pro- 
trusion of a cervical disk, tumour of the 
cervical part of the spinal cord, abnormal 
posture, metastatic tumours of the neck, 
cervical rib, scalenus syndrome and 
visceral referred pain. For cervical spinal 
pain they suggest heat, massage for 
relaxation and then suspension with the 
Sayre head sling and very strong traction 
in the erect position. Calcified tendinitis 
may respond to X-ray therapy or hydro- 
cortisone injections given locally. Hot 
packs, massage and assisted active motion 
may be helpful. The above measures 
are applied to all shoulder pain in many 
cases. Heat, massage, movement, hot 
packs, cortisone, and intensive physical 
therapy may all be used when necessary. 
Diagnosis is often difficult. In general 
the maintenance of movement is 
important. 


Hydrocortisone Ointment. 


J. K. Morean (Brit. J. Dermat., May, 
1955) states that, in view of somewhat 
conflicting reports of other authors, it 
was decided to attempt to assess the 
efficacy of hydrocortisone ointment with 
care. Its use was investigated in 
(i) patients suffering from prurigo (atopic 
dermatitis) and infantile eczema, 
(ii) patients with affections involving 
muco-cutaneous junctions (pruritus ani, 
and eruptions around the lips—angular 
stomatitis and cheilitis exfoliativa), and 
(iii) patients with exogenic eczema due to 
epidermal sensitization (contact der- 
matitis). In patients with flexural prurigo 
and exogenic eczema, the symmetrically 
paired comparison method of control was 
employed; the hydrocortisone was 
applied to one site, and a control ointment 
consisting only of the base was used on a 
contralateral or similarly affected site. 


Hydrocortisone was of definite value in 
the treatment of cheilitis eafoliativa 
and to a less degree of angular stomatitis. 
About one-half of the patients witi: 
uncomplicated pruritus ani experienced 
relief. In one-third of the cases of 
flexural prurigo and infantile eczema 
hydrocortisone had a limited effect, bui 
the results did not suggest that by itself 
it was of great value. 


Prisms in Méniére’s Disease. 


H. H. Karz (Am. J. Ophth., April, 
1955) reports on the use of prisms in the 
treatment of Méniére’s disease. All cases 
were confirmed as being Méniére’s disease 
by an oto-laryngologist, and physical 
examination findings were negative. The 
author’s procedure is that a full 
ophthalmic examination is performed and 
the usual correction prescribed together 
with a “‘ prism base in”? irrespective of 
whether there is esophoria or exophoria. 
The prism varies in strength, but it is 
usual to start with half a dioptre and 
increase until there is relief of symptoms. 
Initially a clip-on prism is worn, and 
when the correct strength is ascertained 
this is incorporated in the spectacles. 
The prisms relieve the effort required 
for near convergence, which is thought 
to be one of the precipitating factors in a 
Méniére’s attack. 


Nicotinic Acid to Counteract Iodide 
Aggravation in Acne Vulgaris. 


S. W. Bareroot (Arch. Dermat., 
April, 1955) states that 10 of 19 patients 
with acne vulgaris who had not improved 
satisfactorily after having followed con- 
ventional acne treatment which included 
superficial X-ray therapy showed clinical 
improvement with frequent and regular 
doses of nicotinic acid by mouth. Two of 
the patients had shown exacerbations 
of acne eruption associated with high 
iodide intake prior to the institution of 
nicotinic acid therapy. The author states 
that since nicotinic acid appears to 
prevent and cause the regression of 
bromism it may, as a corollary, by 
counteracting the aggravating effects of 
iodides and bromides, be of benefit to 
those patients with acne vulgaris who are 
intolerant to halides. It appears that 
some patients get enough iodides in their 
food to aggravate acne vulgaris. 


NEUROLOGY AND PSYCHIATRY. 


Cerebral Atrophy in Psychiatric 
Patients. 


D. K. Zetcrer (Am. J. Pesychiat., 
December, 1954) reviews the early clinical 
symptoms of 40 patients with cerebral 
atrophy which was subsequently demon- 
strated by pneumoencephalography. In 
25 cases the earliest abnormalities noted 
were not memory loss or impairment, 
but paranoid ideas, depression, neurosis 
or psychopathy. Clinical data of the 
patients with cerebral atrophy were 
compared with those of a control group 
who were suspected of having cerebral 
atrophy, but had normal pneumo- 
encephalograms. The diagnosis of cerebral 
atrophy was found to be positively 
correlated with three factors : (a) presence 
of memory impairment by history or 
examination, (b) presence of abnormal 
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findings on neurological examination, and 
(c) age over forty years. The authors 
state that with the absence of any one 
of these factors the probability of 
demonstrating cerebral atrophy radio- 
iogically is considerably diminished, and 
with the absence of any two the 
probability becomes extremely small. 
Cerebral atrophy was found in five 
patients with depression, of the forty to 
sixty years age group, without evidence 
of memory impairment or abnormalities 
in the neurological examination. 


What to Expect from Psychotherapy. 


K. M. Bowman anv M. Rose (Am. J. 
F’sychiat., December, 1954) state that 
many non-psychiatric physicians are 
confused about the methods, goals, and 
effectiveness of psychotherapy. This is 
in large part a reflection of the muddled 
state of psychiatrists themselves about the 
nature and status of their specialty. The 
most important sources of misunder- 
standing about what psychotherapy is 
and is not are those problems bearing 
on the scientific nature of psychotherapy : 
psychodynamics, techniques of psycho- 
therapy and their effectiveness, and goals 
of psychotherapy. The training of the 
modern physician leads him to believe 
that a “science of mind” exists, which 


in practice can be understood and judged 
in the same way as can the other branches 
of medicine. This situation—the scientific 
beliefs and expectations of the physician 
plus the difficulty of establishing psycho- 
therapy on traditional scientific grounds— 


results in confusion among _ the 
psychiatrists’ medical colleagues and even 
among themselves. A step in the right 
direction toward eliminating this con- 
dition will be for psychiatrists to be as 
rigorous as possible in making scientific 
judgements about the methods and goals 
of their specialty. 


Electroencephalographic Abnor- 
malities in Mental Disorders. 


R. J. Extinason (Am. J. Psychiat., 
October, 1954) states that a significant 
association between  electroencephalo- 
graphic abnormality and a disease entity 
may be considered to exist only if well- 
controlled studies from more than one 
centre have consistently shown statistically 
significant electroencephalographic dif- 
ference between groups of patients 
displaying the given disease and normal 
controls. If these conditions are not 
met, or if there is a substantial body of 
conflicting data, judgement must be 
deferred. On the basis of these principles, 
it is felt that only the following generaliza- 
tions are justified by the literature 
reviewed : (i) Both consistent and 
significantly high rates (about 50%) of 
electroencephalographic abnormality have 
been found in only one diagnostic group— 
psychopaths. (ii) Rates of electro- 
encephalographic abnormality among 
behaviour problem children are con- 
sistently high, but very variable, probably 
because of variability of sampling, con- 
tamination of patient groups with those 
with organic conditions, and uncertainty 
of criteria of electroencephalographic 
abnormality in the lower age groups. 
(iii) Rates of electroencephalographic 
abnormality among schizophrenics are 
significantly high, but variable—probably 
20% to 30% of subjects tested. (iv) Re- 


ported data on other psychotic groups 
are insufficient to permit valid general- 
izations. (v) Data on psychoneurotics 
are conflicting and therefore inconclusive ; 
at present the weight of evidence seems 
to indicate that the rate of abnormality 
in this group is not higher than that 
found among controls. (vi) There is no 
demonstrated correlation between type 
or severity of electroencephalographic 
abnormality and type or severity of 
mental illness within the categories 
discussed. (vii) No specific symptom, 
except aggressiveness, has been demon- 
strated to be consistently associated with 
electroencephalographic abnormality 
within the categories discussed. As to 
the practical significance of abnormal 
electroencephalograms in mental patients, 
the author believes the following state- 
ments to be justified: an abnormal 
electroencephalogram, especially if focal, 
paroxysmal, or severe and diffuse, still 
suggests first an organic brain disorder, 
and this should be tentatively presumed 
to exist and be carefully checked. Beyond 
differentiating the few organic cases 
which will be found, the electroencephalo- 
gram is of no value in the differential 
diagnosis of mental disorders or in 
personality assessment at the present 
time. Finally, an abnormal electro- 
encephalogram in a mental patient is not 
grounds per se for a poor prognosis. 


Handwriting Analysis. 


W.R. Pert (Am. J. Psychiat., February, 
1955) considers handwriting as a product 
and permanent record of individualized 
motions, and also as an intricate and 
interpretable relationship between the 
individual’s emotions and his writing. 
It is suggested that the hand does not 
write, but is a tool for the double purpose 
of consciously communicating thought 
content and unconsciously expressing 
personality. The element most consistent 
and therefore most difficult to falsify is the 
exact individual relation between the 
upper length and the lower length of 
letters. There is a consistency also in 
the spacing of letters and words. A 
number of examples are given repre- 
senting various moods and mental con- 
ditions. Attention is directed to the 
disturbances in the quantity, direction 
and balance between contraction and 
release, and the resulting deterioration 
of rhythm and continuity associated 
with psychopathological states. 


Narcoanalysis and Criminal Law. 


J. M. Macponatp (Am. J. Psychiat., 
October, 1954) suggests three indications 
for narcoanalysis: (i) to restore speech 
in mute patients, (ii) to revive memories 
in cases of amnesia, (iii) to facilitate the 
expression of suppressed to repressed 
thoughts. He states that mutism may 
result from hysteria, psychosis, epilepsy, 
brain damage or malingering. Amnesia 
may be hysterical and arise from emotional 
trauma ; this is more likely with the first 
offender who commits a crime by accident 
or in anger. The repeated offender and 
the offender who commits crime for 
financial gain are less likely to have 
genuine amnesia. From various observa- 
tions it is clear that narcoanalysis is often 
unsuccessful in eliciting the truth. When 
the legal problem is one of innocence 
or guilt, it is suggested that the 


psychiatrist should on ethical grounds 
refuse to perform narcoanalysis. The 
test is more likely to be of value in 
releasing repressed material than in 
eliciting that which is consciously 
suppressed. 


Social Behaviour after Treatment. 


R. 8S. Banay (Am. J. Psychiat., October, 
1954) sets out to disprove the pessimism 
that is associated with the treatment of 
delinquency. He states that a prolonged 
period of supervision (perhaps three to 
five years) is necessary to establish 
stability. Delinquents who are aggressive, 
rebellious and cunning rarely are desirable 
personalities for treatment. Of 100 cases 
studied over a period of twelve years, 
in half legal dispositions or lack of 
individual cooperation made it impossible 
to carry out treatment. Of the other 50 
subjects who continued systematic 
physical and psychological therapy for a 
period of two to five years, 30 remained 
socially adjusted without committing 
further offences. The inability to evaluate 
their actions and the belief that they 
will not be caught indicate impairment of 
intellect and judgement. Associated 
symptoms indicate subclinical involve- 
ment of the central nervous system, 
encephalitis, latent epilepsy or incipient 
schizophrenia. 

Cortisone and Schizophrenia. 

P. Poxatin, S. LEss—E AND M. M. 
Harris (Arch. Neurol. & Psychiat., May, 
1955) set out to assess the effects of large 
doses of cortisone in known _ schizo- 
phrenics who, for the most part, had not 
responded to other forms of therapy. 
Of the nine patients they investigated, 
three showed only slight and transient 
improvement. Five were made worse, 
and one was unaffected. The majority 
showed an increase in psychomotor 
activity. The authors concluded that no 
long-standing beneficial effects were to 
be had from cortisone. 


Subarachnoid Hemorrhage Con- 
sequent to Intracranial Tumours. 


B. Guass anp K. H. Assorr (Arch. 
Neurol. & Psychiat., April, 1955) review 
the literature and add eight cases of 
subarachnoid hemorrhage secondary to 
intracranial tumours. They note the low 
incidence of tumour presenting in this 
manner and discuss the importance of 
making an accurate assessment and 
diagnosis in cases of subarachnoid hzemor- 
rhage. They discuss the mechanism of 
such hemorrhages and find that the 
majority of tumours causing subarachnoid 
hemorrhage are highly malignant. 


Kernicterus. 


L. S. MeErRIwetTHER, H. HAGER AND 
W. Scuouz.(Arch. Neurol. & Psychiat., 
March, 1955) discuss the pathology and 
etiology of kernicterus. Microscopic 
study of two brains revealed pathological 
alterations corresponding to those pro- 
duced by hypoxemia of varying etiology. 
They state that they feel justified in 
saying that the cerebral pathological 
changes in those surviving subjects of 
kernicterus with residual neurological 
symptoms are due to hypoxemia from 
hemolytic anemia. They believe that 
the jaundice per se is of no pathogenic 
importance in the production of the 
cerebral lesions in kernicterus. 
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Congresses. 


THE ASIAN-PACIFIC TUBERCULOSIS CONFERENCE. 


THe Asian-Pacific Tuberculosis Conference was held in 
Sydney from August 15 to 21, 1955. The holding of this, 
the first international conference on tuberculosis to take 
place in Australia, was made possible by the Australian 
Commonwealth Government, which, under the auspices of 
the Colombo Plan, brought delegates from the following 
countries: British North Borneo, Brunei, Burma, Cambodia, 
Ceylon, China, Fiji, Great Britain, Guam, India, Indonesia, 
Malaya, Nepal, Netherlands New Guinea, New Zealand, 
Noumea, Pakistan, Papua-New Guinea, Philippine Islands, 
Sarawak, Singapore, Thailand, United States Trust Terri- 
tories and Viet-Nam. In addition, there were representatives 
of the World Health Organization and delegates from volun- 
tary tuberculosis associations of Great Britain, New Zealand, 
Singapore, Ceylon, Philippines and Thailand. Further, there 
were many local and interstate members enrolled, the total 
number being 198. 

The National Association for the Prevention of Tuberculosis 
in Australia conducted the Conference on behalf of the 
Federal Government. 


The opening ceremony took place in the afternoon of 
August 15 in the Great Hall of the University of Sydney. 
Professor E. J. Underwood, the Federal President of 
N.A.P.T.A., welcomed His Excellency the Governor of New 
South Wales, Lieutenant-General Sir John Northcott, 
K.C.M.G., K.C.V.O., C.B., who then opened the Conference. 
Delegates and members of Conference were welcomed by the 
Right Honourable Sir Earle Page, G.C.M.G., C.H., the 
Federal Minister for Health. 

Dr. Sombun Phong Aksara, of Thailand, replied on behalf 
of the visitors. 

Dr. Andrew Morland, representing The National Associa- 
tion for the Prevention of Tuberculosis of Great Britain, read 
a message from Her Excellency the Duchess of Kent, in 
which Her Royal Highness sent good wishes to the 
Conference. 

During the opening ceremony, by the courtesy of the 
Australian Broadcasting Commission, the Sydney Symphony 
Orchestra performed under the conductorship of Sir Eugene 
Goossens. 


Antibiotics in Pulmonary and Extrapulmonary 
Tuberculosis. 


On Tuesday, August 16, the subject for discussion was 
“The Present Position of Antibiotics in Pulmonary and Extra- 
pulmonary Tuberculosis”. The chairman for this session was 
Dr. SEN Gupta (Singapore). 

Sir Harry WuNDERLY (Canberra) read a paper prepared by 
Dr. WatsH McDermott, Professor of Medicine, Cornell 
University, New York, in which the writer discussed three 
developments of importance in the tuberculosis movement 
today: (a) the fact that pulmonary tuberculosis presented 
in two different forms according to whether the area was 
one of high prevalence or low prevalence; (b) the fact that 
it was now possible to deliver to the patient in his home 
considerably more powerful antituberculosis influences than 
were available in the best equipped sanatoria a decade 
previously; (c) the possibility that isoniazid might be used 
as a substitute for B.C.G. vaccine in tuberculosis control by 
the treatment of recent tuberculin “converters”. 


It was stated that in areas of high prevalence there tended 
to be a higher incidence of miliary and meningeal disease 
among infants and children, and the adolescents and young 
adults remained ill for one or more years in a _ highly 
infectious state and with a high case fatality rate. In 
many areas of low prevalence the physician was usually 
dealing with an older person, thirty to forty years of age, 
who was well and non-infectious most of the time. The 
treatment of that type of patient by chemotherapy should 
be prolonged; that meant that the greater portion of the 
treatment must be administered outside hospitals. 


With respect to choice of chemotherapy, the group at 
Cornell University believed very strongly that there was no 
single “best” drug for pulmonary tuberculosis and that the 
information concerning various drugs or drug pairings should 
be utilized on an individual basis to fit particular situations. 
It was far more important that all patients with active 
pulmonary tuberculosis, whether minimal or far advanced, 
should receive chemotherapy and that it should be maintained 
for eighteen to twenty-four months than that one should be 
unduly preoccupied about which particular regimen of 


chemotherapy the patient should receive for various parts 
of the total period. 

There were only three drugs of proved merit available— 
isoniazid, PAS and streptomycin. PAS had the well-known 
disadvantages for self-administration, and streptomycin, of 
necessity, must be given hy injection, which limited its 
application to a hospital or clinic. 

The alluring method, of course, would be to administer al! 
three drugs together for the two-year period. Indeed, the 
major question with respect to the choice of chemotherapy 
could be posed in the following fashion: “To obtain maximal 
antituberculous activity for a two-year period, is it better 
to administer all three drugs together for the entire period 
or is it better to administer them singly or in pairs at 
various intervals during the over-all period?” 


The latest information from the United States Public 
Health Service large-scale cooperative studies on that point 
was quite impressive; it had been presented at the Milwaukee 
meetings of the American Trudeau Society held in May. 
1955. It was shown that in any group of patients witi 
pulmonary tuberculosis, when one type of therapy was 
given (it could be called “regimen A”) to a group of patients 
for a four to six month period, the familiar results occurred, 
with reversal of infectiousness in approximately two-thirds: 
one-third continued to excrete bacilli. If at that time, then, 
a switch was made to “regimen B”, and it mattered very 
little just what “regimen B” was, so long as it was not 
“regimen <A”, there immediately occurred an impressive 
increment of cases in which tubercle bacilli disappeared from 
the sputum. 

In short, among the failures of chemotherapy, as judged 
by the continued excretion of tubercle bacilli, after a certain 
point in time, for example, six to nine months, a change in 
regimen resulted in definite evidence of improvement. The 
nature of the change seemed to matter very little, so long 
as it was a change and was within the framework of drugs 
of known effectiveness. That represented the most con- 
vincing type of evidence of the eventual importance of drug- 
resistant strains of tubercle bacilli among the “failures”, and 
the observation was far more convincing than the informa- 
tion at present available from in-vitro tests. The good effect 
of a change after several or many months of therapy with 
one type of regimen constituted a very strong case against 
the policy of giving all three drugs together. 

The two important questions at the moment were the use 
of isoniazid alone and some definition in quantitative terms 
of just how much was accomplished by administering PAS 
with isoniazid. 

The experience at Cornell University Hospital with the long- 
term use of isoniazid alone, for example, for nine to twelve 
months, was that the results were at least as good as those 
obtained with streptomycin given twice weekly combined 
with PAS given daily (the standard United States regimen), 
and they were probably slightly better. That was based on 
the experience with the long-term use of isoniazid alone in 
miliary tuberculosis, and the results from long-term use in 
pulmonary tuberculosis, especially the results of the large- 
scale cooperative studies of the United States Public Health 
Service. 

It was probable that the contrary opinion had gained such 
widespread prevalence because too much attention had been 
paid to the results of drug-susceptibility tests in vitro. The 
data on loss of drug effectiveness for isoniazid were not 
interpretable, whereas with streptomycin some interpreta- 
tion was possible. That did not mean that some strains 
of isoniazid-resistant tubercle bacilli were not pathogenic for 
man. On the contrary, the “change of regimen” type of 
result previously mentioned clearly indicated that some 
strains resistant to isoniazid had the same significance as 
the strains of tubercle bacilli resistant to streptomycin-PAS. 
There were, however, no means of making meaningful inter- 
pretations of the drug-susceptibility data concerning iso- 
niazid, and hence judgements must be made on the radio- 
graphic and bacteriological findings in the long-term treated 
patients. Judgement by those criteria led to the conclusion 
already stated—that isoniazid alone and streptomycin-PAS 
had, at least, equal long-term effectiveness. 


The great significance of the isoniazid development rested 
on the extent to which it emancipated the treatment of tuber- 
culosis from in-patient hospital facilities. The fruits of that 
apparent emancipation might be very largely lost if it was 
in fact necessary always to accompany the use of isoniazid 
with either streptomycin or PAS. 

The major question was to what extent in quantitative 
terms PAS ‘increased the over-all effectiveness of isoniazid. 
The advantages of the use of PAS with isoniazid must he 
more than merely demonstrable; they must be substantia! 
to outweigh the very evident disadvantages of PAS. By the 
comparative subgroup method (matching otherwise com- 
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p: rable subgroups of patients treated in larger studies con- 
ducted during different periods) both the Medical Research 
C.uncil group and the United States Public Health Service 
group believed they had convincing evidence that isoniazid- 
PAS was superior to isoniazid alone. Dr. McDermott saw no 
reaison to doubt that that was so, but the question was: 
how much better? The medical profession should appreciate 
that there had never been a direct comparative study of the 
question of isoniazid-PAS versus isoniazid alone. The 
p sition must remain uncertain until some group conducted 
a iarge-scale long-term investigation in which a direct com- 
p:rison of the two regimens was made in a single study. 
\\ ithout that information, and indeed as a general proposition 
at any time, it was probably best to individualize with 
re-speet to the choice of drug regimen and the particular 
situation. It would seem wise to use the stronger combina- 
ticns, for example, isoniazid-streptomycin and isoniazid-PAS, 
for those situations in which an immediate attack was 
indicated. Once the lesion had properly regressed and the 
patient had remained non-infectious for a period of several 
months, it might be wise to limit the therapy thereafter to 
a single drug, for example, isoniazid. Moreover, in patients 
with minimal lesions or in those with moderately advanced 
lesions which had a good prospect of regression under 
chemotherapy, it would seem proper to use isoniazid alone 
for the first six to nine months, with the thought that 
streptomycin-PAS would then be available thereafter and for 
the period of surgery if that was necessary. It would 
obviously be folly to use isoniazid alone in a patient with 
a large cavity which would require surgical therapy in the 
relatively near future if such surgical therapy was not to 
be available. 


The important facts were to be sure that the patients got 
some chemotherapy and that a particular form of chemo- 
therapy was not continued for more than six to nine months 
in the face of continued excretion of tubercle bacilli. 


in so far as new forms of chemotherapy for tuberculosis 
were concerned, only three compounds were of interest at 
the investigative level at present—pyrazinamide, cycloserine 
and hinconstarch, on which studies were being conducted by 
the Irish Medical Research Council in Dublin. As far as 
pyrazinamide was concerned, there was no question about 
the therapeutic activity; the whole problem had to do with 
toxicity, and notably hepatic toxicity. Until the hepatic 
toxicity could be better defined, pyrazinamide would have to 
rernain a drug for use in highly specialized situations. 


With respect to cycloserine, the problem of toxicity was 
likewise a major one. The principal toxicity was neurogenic 
and eonsisted of convulsive seizures and, in some instances, 
somnolence leading to stupor. Until a dose of cycloserine 
conld be found which could be administered without evidences 
o! central nervous system toxicity, the apparently beneficial 
therapeutic effects of the drug would also be limited to very 
hicshly specialized situations. 


The drug hinconstarch, developed by Dr. Vincent Barry 
vid his associates in the Irish Medical Research Council 
l.voratories in Dublin, was being subjected to clinical trial 
i: the Meath Hospital by their associate Dr. Brendan O’Brien. 
he drug represented an interesting theoretical development, 
in that Dr. Barry and his colleagues had been able to form 
t.rether into the one molecular arrangement a combination 
©: isoniazid and a thiosemicarbazone. It was not just a 
ivcre dosage form in which isoniazid and thiosemicarbazone 
vere linked. On the contrary, it represented a totally new 

ecule, which contained in it, however, both of those 
c<-mical moieties, and which showed considerable anti- 
t:iereulosis activity in tests in animals and in vitro. The 
‘ ‘nical trials of this interesting compound had been started 

January, 1955, and had been reported briefly at the 
‘ mmonwealth Health Conference of the N.A.P.T. held in 
'ondon on June 23, 1955. Dr. Walsh McDermott had visited 
lv. Barry’s laboratory and Dr. O’Brien’s clinical service, 

11 had been very much impressed with the great care with 
‘sich all of the work was being conducted and with the fact 
tiat the clinical trials were proceeding with most careful 
“ rutiny. Naturally, much more time would have to elapse 

fore .. critical judgement could be made on this new 

“mpound. 


Or. McDermott then discussed the possibility that isoniazid 
Sht be used in tuberculosis control in the treatment of 
‘berculin converters and thus form a preferable substitute 
B.C.G. therapy. The theory took the following form. 
nong living vaccines, as a general proposition, the greater 
4e ability of the microbial strain to multiply within the host, 
le greater the degree of host resistance which was thereby 
‘ulled forth. Naturally, once past a certain point, the ability 
‘' the microbial strain to multiply assumed the character of 
‘rogressive disease, which might far outweigh any host 
:esistance called forth in the process. 









In 1952 Dr. Dubos had suggested that advantage might 
be taken of the natural primary infection and the use of 
isoniazid to produce in effect, though obviously not in actual 
fact, a situation in which children were immunized by living 
human strains, which were then kept from producing pro- 
gressive disease by the administration of the isoniazid. It 
was thought that it should be possible by that procedure to 
accomplish three aims: (a) to prevent the miliary-meningeal 
and other metastatic complications of the primary infection, 
(b) to produce a substantial reduction in those cases of 
pulmonary tuberculosis which arose within several years 
after the primary infection and presumably represented 
extension of it, and (c) to leave the child, so treated with 
isoniazid, in a state of enhanced resistance, at least com- 
parable with that produced by B.C.G. vaccine, and perhaps 
slightly superior to it. 

The way in which that would be done, of course, would 
consist in making periodic surveys of the cutaneous sensi- 
tivity to tuberculin of groups of children in schools and 
other congregations and starting the administration of iso- 
niazid alone whenever tuberculin conversion occurred. 
Obviously, the tuberculin surveys should be made as fre- 
quently as was practicable—certainly not less often than 
every six months, and preferably at quarterly intervals. 


As a side issue, it would probably be advisable, likewise, 
to start the administration of isoniazid among all the children 
found at the time of the initial survey to be tuberculin- 
sensitive. The recent experience in the various B.C.G. pro- 
grammes had indicated that within the first two or three 
years after the programme was started, virtually all the 
active pulmonary tuberculosis which developed among the 
children developed not in either the B.C.G.-immunized or in 
the control groups, but rather in the third group excluded 
initially because they were already reactors to tuberculin. 


The period during which the isoniazid would be adminis- 
tered would have first to be decided arbitrarily. It would 
seem that a twelve-months or at most an eighteen-months 
period would be necessary. 

Although, taken as a whole, this notion of the use of 
isoniazid as a control measure represented a theory, certain 
parts of the whole had already received considerable sub- 
stantiation. In the first place, the fact that the administra- 
tion of isoniazid in children with primary tuberculosis would 
prevent the metastatic complications thereof seemed quite 
acceptable, in view of the negligible incidence of meningeal 
tuberculosis arising from such treated children or indeed in 
adults with miliary tuberculosis. Second, the fact that 
isoniazid could be administered practicably on such a basis 
without too great a fear of drug toxicity would likewise 
seem to be well established. Third, and perhaps most 
important of all, was the fact that when subjected to a very 
extensive and careful study in guinea-pigs, most convincing 
evidence had been found that the theory was in fact sound, 
at least for guinea-pigs. 

The principal evidence now for the effectiveness of B.C.G. 
vaccine consisted of (a) the studies in guinea-pigs, and (b) 
the probability that when a potent strain was used the 
incidence of miliary and meningeal tuberculosis as a com- 
plication of primary tuberculosis was reduced. In other 
words, there was almost as good evidence to support the 
theory of the use of isoniazid as a substitute for B.C.G. 
vaccine as had been amassed throughout the years for the 
latter procedure. 

There were theoretical disadvantages. The principal one 
was the possibility that by administering isoniazid after 
tuberculin conversion had occurred the high incidence of 
such complications seen during the first year or two after 
primary infection might be abolished, only to emerge again 
once the isoniazid was discontinued. The other objections 
were the familiar ones of drug toxicity, which in the case 
of isoniazid alone was certainly negligible, and the spectre 
of drug-resistant strains of tubercle bacilli. 


In conclusion, Dr. McDermott stated that the possibility 
of this use of isoniazid represented a potential development 
of the greatest importance. It might be argued that any 
procedure which required daily administration of a pill was 
less desirable than a “one-shot” type of immunizing reaction 
such as was provided by B.C.G. vaccine. 


Dr. ANDREW MorRLAND (United Kingdom), while agreeing 
with Dr. McDermott’s division of tuberculosis into two 
types of disease, recalled that he had seen in Ireland and 
Norway, where the incidence of tuberculosis was low, a high 
percentage of acute forms, and in China, with its high 
incidence, a high percentage of chronic forms. He said that 
post-graduate education of general practitioners and 
physicians in the management of tuberculosis should be 
accompanied by the adequate training of undergraduates in 
all phases of the management of the disease. In his experi- 
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ence, long-term chemotherapy was essential, and it was 
necessary to change the regimen from time to ttme. He 
favoured PAS plus isoniazid for domiciliary treatment, but 
considered that the two drugs should be given together; 
otherwise the less acceptable PAS might be poured down 
the sink. That form of treatment could be carried out under 
the supervision of a chest physician rather than a general 
practitioner. The use of isoniazid as an alternative to B.C.G. 
vaccine was controversial. One of the main difficulties was 
making skin tests at frequent intervals. It should certainly 
be the subject of a large-scale clinical trial. 


Dr. S. N. MasgunpDaR (India) welcomed the addition of anti- 
biotics to the tools of the chest physician; they enabled 
people to get back to work quicker. He hoped that soon 
there would be even better drugs. One disadvantage at the 
present time was the fact that the mode of action of the 
drugs was unknown; if it was known it might be possible 
to find even simpler chemical compounds. With reference 
to the use of drugs in the treatment of Mantoux-positive 
subjects, he believed that there were two main objections: 
the drugs might also be tissue poisons, and it was not known 
if the drugs had any effect on other organisms. He had 
tried to plan an experiment in India to test the possible 
substitution of isoniazid for B.C.G. vaccine, but had met 
with those objections. 


Proressor S. D. Russo (Melbourne) said that studies made 
in conjunction with Dr. S. Craig, of the University of 
Sydney, had shown that the antituberculosis properties of 
isoniazid were due to chelation of the compound with a 
metal like copper or iron. The copper complex was stable at 
physiological pH, so that there was no fear of its breaking 
down in the body to isoniazid and copper. However, although 
the copper complex was more effective as a therapeutic agent 
for guifea-pig tuberculosis, it was extremely toxic. More 
recently, they had developed an insoluble derivative of iso- 
niazid, which they had called “verazide’, which had possi- 
bilities for depot dosing. It had proved remarkably effective 
against guinea-pig tuberculosis. It was not yet available 
for clinical trials, as much more work required to be 
done on its toxicity and dosage. In answer to Dr. Majundar’s 
question about the effects of isoniazid on other organisms, 
Professor Rubbo assured Dr. Majundar that isoniazid and 
its derivative were specific against the tubercle bacillus, and 
were, so far as was known, ineffective against other 
organisms. 


Dr. SHUBBAR HASAN (Pakistan) said that in his country 
the need was for methods of treatment and prophylaxis 
which could be applied to the masses. He recommended the 
use of isoniazid to protect reactors among young contacts. 


Dr. FipeL R. NeEPOMUCENO (Philippines) discussed anti- 
biotics from both the clinical and the public health aspects. 
He said that the clinician, in his choice of drugs, must be 
guided by the pathological processes going on in the body. 
Since the tubercle bacillus was mainly intracellular, drugs, 
to be effective, must be able to penetrate into the cell. 
Isoniazid did that. It was preferable to use a combination 
of drugs, for such regimens delayed the development of 
resistant strains of the organism. As a public health official, 
he welcomed the new drugs, for they enabled treatment to 
be extended to homes, For practical purposes it was desirable 
to have a one-drug regimen for domiciliary treatment, but 
that might lead to the development of resistant strains. 
The use of isoniazid as a substitute for B.C.G. vaccine might 
be difficult because of the need for repeated Mantoux surveys 
at three to six month intervals. 


Dr. P. BratrHwatte (Tasmania) challenged the idea that 
prolonged chemotherapy was always necessary in every case 
of pulmonary tuberculosis. He said that in a series of 58 
patients treated by lung resection chemotherapy had been 
continued for three months. Now all had passed the eighteen- 
months point since operation, and almost all had done well 
despite the fact that some had had residual lesions at 
operation. 


Dr. T. J. JosepH (India) was pleased that the preceding 
discussions had confirmed his belief that the clinician and 
not the bacteriologist should decide whether any particular 
form of treatment should be continued. He considered the 
use of the three drugs together unwise, for when drugs were 
used singly, if one was found to be ineffective, others could 
be tried. In his country another important factor was the 
cost. On that basis he preferred isoniazid to PAS and 
streptomycin. In India a common form of treatment was 
the combination of PAS and streptomycin in the acute stages 
and isoniazid for the domiciliary stage. He saw enormous 
practical difficulties in the use of isoniazid as a preventive 
measure for Mantoux “converters”. The main difficulty 
was to find the people at the moment of conversion. How 
long these people should be treated was problematical. In 
view of the fact that of those whose Mantoux reactions 


“converted” only a small percentage become affected, to give 
all “converters” isoniazid would be equivalent to putting it 
into the city water supply. 


Dr. <A. PENINGTON (Melbourne) thought that Dr. 
McDermott’s paper required careful analysis. The first 
impression one had was that Dr. McDermott advocated the 
use of isoniazid alone, which was not really so. That routine 
had been abandoned by Dr. Penington several years 
previously because of the number of patients who relapsed 
with cavitation. The new developments in drug therapy 
meant that tuberculosis control programmes were being 
changed from those based on a supply of hospital beds to 
those based on clinics with adequate staffs of doctors and 
domiciliary visitors. 

Sirk Darcy Cowan (Adelaide) reported the experience at 
the Royal Adelaide Hospital with trainee nurses who “con- 
verted”. Formerly that had been ignored and no action 
taken; quite a few of the nurses had developed pulmonary 
lesions. More recently the nurses who “converted” were sent 
on two months’ “Mantoux leave’. Now he would give “con- 
verters” isoniazid. Such a programme might be more widely 
applied. 


Dr. PHAM-BA-VIEN (Viet-Nam) recalled that ten years 
previously, when he was a resident physician in a French 
sanatorium, the patients had suffered from prolonged fever, 
hzemorrhages and irritating cough. But now there had been 
a strange and marvellous transformation in a tuberculosis 
unit. In his experience, tuberculous patients rarely coughed, 
and almost no fever and no hemorrhage occurred; it was 
difficult to find tubercle bacilli—they disappeared rapidly from 
the sputum after some weeks of chemotherapy. Most of the 
tuberculous patients (95%) suffered from chronic forms of 
the disease, and only 5% had it in one of the acute 
manifestations. 

Sir Harry Wunderly, in reply, said he would convey the 
discussions to Dr. McDermott, and then pointed out that 
upon his return from the Manila Conference in 1953 he had 
introduced the following routine in the Northern Territory: 
non-reactors were given B.C.G. vaccine, reactors were given 
isoniazid, and children with tuberculous glands or peritonitis 
were also given isoniazid for six to eighteen months. The 
clinical impression was that the results were satisfactory. 
He was pleased to hear Dr. Morland advocate the need 
to channel tuberculous patients back into general medicine. 
In New South Wales all new beds for the treatment of 
tuberculosis were now to be situated in units attached to 
teaching hospitals. 


Tuberculin Testing and B.C.G. Vaccination. 


On Wednesday, August 17, a discussion was held on the 
subject of “The Present Position of (a) Tuberculin Testing 
and (b) B.C.G. Vaccination in the Control of Tuberculosis’. 
The chairman for this session was Dr. H. M. VAN DER WALL 
(Ceylon). 


Dr. SOMBUN PHONG AKSARA (Thailand) spoke on ‘The 
Tuberculosis Problem and the Development of its Control in 
Thailand”. He said that in the so-called under-developed 
countries, like Thailand, where health services were not well 
developed and the environmental conditions were poor, tuber- 
culosis was prevalent and was a major public health problem. 
The control of the disease in Thailand had been initiated by 
the Anti-Tuberculosis Association, which had been created 
a few years before the outbreak of World War II. The 
activities of the organization had been disrupted by the war. 
Since then the Association, for various reasons, had not 
been fully reorganized. 


At the end of the last war a rise in death rates for all 
forms of tuberculosis, particularly of the meningeal form, 
had convinced the Government of Thailand that the facilities 
for the fight against tuberculosis were inadequate, In 
December, 1949, a Tuberculosis Control Service was estab- 
lished under the Health Department. The service comprised 
the Tuberculosis Control Division, functioning in conjunction 
with the Division of Tuberculosis Hospitals. The Tubercu- 
losis Control Division had, at present, a chest centre situated 
in Bangkok for diagnosis, treatment, follow-up of cases and 
mass chest X-ray survey, as well as a mass B.C.G. vaccina- 
tion programme. UNICEF and WHO had started active 
assistance in the latter part of 1951. 


Tuberculin testing and B.C.G. vaccination were started on 
a small scale in November, 1951, among the school children 
in Bangkok. The local B.C.G. campaign was carried on until 
March, 1953, at which time. the national mass campaign 
commenced. The campaign was directed towards the pro- 
tection of infants, children and adolescents up to the age 
of twenty years, with special attention to groups in risk of 
tuberculosis. It was expected, within four years, to cover 
5,000,000 young persons judged to be especially in risk. In 
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the last three years, up to June, 1955, a total of 3,907,744 
persons had been tuberculin tested and about 1,500,000 
vaccinated. By the end of 1955 it was expected that the 
entire susceptible young population of the country would 
have been covered. Then the first mass B.C.G. campaign 
would be completed one year ahead of schedule. 


The standard method of tuberculin testing recommended 
by WHO was being used in Thailand. The proportion of 
tuberculin reactors showed the usual increase with the 
increase in age and urbanization. Roughly 20% of children 
in the age group of one to six years were reactors to five 
tuberculin units, while 30% of the children in the age group 
of seven to fourteen years were reactors, except in Bangkok, 
where 30% of children in the age group one to six years 
were tuberculin reactors and 50% of the children in the age 
group seven to fourteen years reacted. 

The B.C.G. assessment team found that strong reaction to 
five tuberculin units was absent among infants to one year 
of age, with approximately 10% in the age group five to nine 
years and 30% at ten to nineteen years. Among the adults 
torty years old or more, practically all showed sensitivity. 
This strong reaction with induration of eight millimetres or 
more in diameter was regarded as specific sensitivity. When 
the test was performed with 100 tuberculin units on those 
who reacted to five tuberculin units with seven millimetres 
in diameter or less, it was found that most of the children, 
especially the infants and young children, showed strong 
reactions to the test. The strong reaction to 100 tuberculin 
units which appeared in the young children was considered 
to be non-specific -sensitivity. 

At the early stage of the B.C.G. campaign a few school 
children in Bangkok showed small ulcers with superimposed 
infection at the site of the vaccination. Those healed rapidly 
with penicillin injections. Keloid formation at the scar was 
rather common, but a small study of 1129 children failed to 
give any conclusive facts about the etiology. 


Information on the development of allergy following B.C.G. 
vaccination was limited. It was not feasible to make repeated 
examinations on the same children at various intervals. A 
comparative study on the development of allergy to the Thai 
and Danish vaccine was made by a WHO assessment team in 
a small group of schocl children. It was found that about 
80% of the vaccinated children showed strong reactions 
(eight millimetres or more) to five tuberculin units upon 
retesting six weeks after vaccination, and the mean of the 
size of induration was about 1°5 millimetres. 

A few children had enlargement of lymph nodes in both 
.xillary and cervical regions, none of which needed aspiration 
or excision. 

Tuberculin testing and B.C.G. vaccination among the school 
children in Bangkok had started in November, 1951, and up 
to the present over 100,000 children had been vaccinated. 
Mass chest X-ray examination of tuberculin reactors was 
carried out yearly in several schools. So far active tuber- 
culosis had not been found among those given B.C.G. vaccine. 

Dr. SHUBBAR HASAN (Pakistan) said that he had suggested 
in 1946 that B.C.G. vaccination should be used as a preventive 
measure in the Province of Punjab. The work could not be 
started till January, 1950. Up to the end of June, 1955, 
about 7,000,000 had been tested and 2,200,000 vaccinated. In 
Pakistan, from August, 1949, up to the end of December, 
1954, about 13,000,000 persons had been tuberculin tested and 
1,100,000 B.C.G. vaccinated. That work had been done with 
the cooperation of UNICEF and WHO. 

In the Punjab, at the beginning of the mass B.C.G. 
campaign, Moro’s test was used among children under ten 
years, and Mantoux tests with one tuberculin unit and ten 
‘uberculin units were used among older persons to separate 
‘he reactors from non-reactors. It was soon found out that 
Moro’s test was not reliable for children in the Punjab. 
fests with one tuberculin unit and ten tuberculin units were 
inconvenient to the people. The percentage of those who did 
not return to show their results after both the preliminary 
‘ests was about 50 in unorganized groups. Later on, a 
tuberculin test with ten tuberculin units was used. It was 
iven on the volar surface of the forearm, to avoid any 
unpleasant reactions. In most of the mass campaign five 
tuberculin units had been used to separate the presumably 
infected from the non-infected. One hundred tuberculin units 
or 250 tuberculin units had not been used in the mass cam- 
paign. However, a one hundred tuberculin units test had 
been used for the special investigations conducted in 
cooperation with the WHO Tuberculosis Research Office. 


Among the school children the percentage distribution of 
reaction expressed as size of induration in millimetres to one 
tuberculin unit showed that there was no point of low 
frequency, as was found with five tuberculin units, separating 
the two groups (presumably infected, ‘positive’, and pre- 
sumably non-infected, “negative”). The distribution by size 


of Mantoux five tuberculin unit reactions among school 
children clearly fell into two groups—one group with large- 
sized reactions centring around 16 to 17 millimetres (the 
“positives”) and the other group with very small or zero 
reactions (the “negatives’”). Between those two groups were 
a few children, less than 10% of the whole population, whose 
classification might be regarded as border-line or doubtful. 
Most of the positive reactions were from 12 to 21 millimetres 
in size, only a few were larger, and only about 2% of the 
total number of children tested had reactions with bulle. 
Results of the tests with 100 tuberculin units given to school 
children who reacted with less than five millimetres of 
induration to five tuberculin units differed strikingly. It was 
unimodal. There was no separation in the two groups. 
Instead, most of the persons tested had moderate-sized 
reactions to 100 tuberculin units. That kind of low-grade 
sensitivity had been found in several other parts of the world 
and apparently was related not to tuberculous infection, 
but to some unidentified agent. 


The distribution of Mantoux reactions with five tuberculin 
units among patients was unimodal. It was also centred 
around 16 millimetres and covered about the same range 
as the “positives” among school children. The pattern of 
distribution for tuberculosis patients all over the world was 
the same. One might conclude from these findings that the 
Mantoux test with five tuberculin units, if carefully given 
and read, appeared to be quite satisfactory, at least in West 
Pakistan. 

In selecting the tuberculin test which could be used in 
the mass campaign it was necessary that it should be 
sensitive enough to separate the hypersensitive and tuber- 
culous patients from those who were presumably not infected 
and persons of low-grade sensitivity. At the same time 
it should be a simple and practical test, so that persons of 
different technical skill and judgement could use it without 
making serious mistakes. In general, the separation of 
“positives” and ‘“‘negatives’’ was not absolute (in other words, 
exact determination of the number of “positives’’ could not 
be made) and therefore an arbitrary dividing line had to be 
drawn at some point on the scale. For the major part of the 
campaign the criterion for a positive reaction had been five 
millimetres or more of induration to the Mantoux test with 
five tuberculin units. 

If a comparison was made of the level of tuberculin 
sensitivity amongst school children in Pakistan with other 
countries, as determined by the WHO Tuberculosis Research 
Office, a careful inspection revealed that most of them fol- 
lowed a consistent pattern. The reactions tended to be 
bimodal and were concentrated into two fairly distinct groups. 
Between those two groups was an intermediate zone ranging 
from around six millimetres to twelve millimetres. The 
larger reactions from one group merged with the small 
reactions from the other group. In other countries there 
were reactions throughout the range covered by the patients, 
although a separate group could not be clearly distinguished. 
The broad implication of the finding was that the pattern 
of tuberculin sensitivity was very much the same in groups 
of persons who had or had had a tuberculous infection, 
wherever such groups were found. It followed that few 
children who had tuberculosis or had had a _ tuberculous 
infection should have a reaction of less than six millimetres 
to the intradermal test with five tuberculin units. The 
extensive investigations undertaken by the Tuberculosis 
Research Office furnished evidence that non-specific sensi- 
tivity varied not only in prevalence but also in degree 
or intensity. 

In some countries, where a distinct and separate distribu- 
tion of reactions was discernible for children, it corresponded 
closely with the distribution of reactions for patients. In 
other countries there were reactions throughout the range 
covered by patients, although a separate group could not 
be clearly distinguished. The broad implication of the finding 
was that the pattern of tuberculin sensitivity was very much 
the same in groups of persons who had or had had a tuber- 
culous infection, wherever such groups were found. From 
the standpoint of using the test with five tuberculin units 
to pick out the infected members of a population, the prac- 
tical importance of non-specific sensitivity reiated directly to 
the frequency of six to twelve millimetre reactions it pro- 
duced to the test with five tuberculin units. 

The proportions of specific and non-specific reactions in 
the mixture thus depended on the prevalence of specific 
sensitivity and the prevalence and intensity of non-specific 
sensitivity in the community. 

So far, the tuberculin test had heen used for diagnosis 
as well as in epidemiological work on the assumption that the 
sensitivity elicited by any dose of tuberculin was specific 
for virulent tuberculous infection. Dr. Palmer and his col- 
leagues had shown that tuberculosis was not the only cause 
of tuberculin sensitivity in human population. So much 
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depended on the seed (the sensitizing agent) and the soil (in 
this case the racial uniformity and geographical distribution 
of population) that no uniform standard of tuberculin test 
technique could be applied satisfactorily to all, to give 
uniform results. The low-grade (non-specific) sensitivity 
might be due to single or most likely to multiple causes. 
Evidence so far collected by the Tuberculosis Research Office 
in a general way suggested that the prevalence of non- 
specific sensitivity tended to be highest in the countries 
lying in the more tropical regions. One explanation for the 
non-specific sensitivity might be that, after the first tuber- 
culous infection, and in the absence of a further infection, 
the specific cutaneous sensitivity might through months and 
years gradually wane to a very low level. How far non- 
specific tuberculin sensitivity was contributing to the acute- 
ness of the disease process among patients in the areas 
where it was most prevalent was not known. It was well 
recognized in countries like Pakistan that tuberculous disease 
was of a comparatively acute type which had sometimes 
heen described as ‘childhood type’”’. 


It was accepted that specific resistance developed as a 
result of natural primary tuberculosis infection. There was 
no known method by which the immunity could be measured. 
In naturally acquired infection the development of tuberculin 
sensitivity and, presumably, immunity was influenced by 
(a) the number of bacilli that enter the tissues, (b) the 
virulence of the infecting bacilli, (c) the native resistance 
of the body to the type of bacilli used, (d) the inherent 
capacity of the body to develop hypersensitivity, and (e) the 
route by which the bacilli entered the body. 

% might be inferred that the development of post-B.C.G. 
vaccination allergy and immunity would follow the principles 
which were applicable to naturally acquired infection. 

It had been clinically and experimentally proved that 
specific resistance to tuberculosis could be induced by 
artificial means (vaccination). The stronger the dose, the 
higher was the degree of tuberculin sensitivity, and the 
higher the degree of resistance. It was possible to produce 
any degree of sensitivity by varying the dose, the concentra- 
tion or the composition of the vaccine. With regard to point 
(b), it was well known that B.C.G. vaccine from different 
production laboratories varied in its potency to develop post- 
vaccination sensitivity. Results of carefully tuberculin- 
tested children with standardized products gave no indica- 
tion that factors such as race, place of residence, nutrition 
and the like influenced the response to B.C.G. vaccine. Vac- 
cinated persons developed post-vaccination allergy which 
was similar in character to the sensitivity acquired from 
natural infection. The differences in degree of post-vaccina- 
tion allergy .developing after vaccination by oral and 
parenteral routes had not so far been tested. That was 
partly on account of the opposite views of the two groups 
of workers. The precise level of post-vaccination sensitivity 
which might be considered adequate from the point of view 
of immunity could not be stated with any exactitude. 


In conclusion, Dr. Hasan said that he would like to request 
Dr. Holm to give some guidance in this matter, as the 
implications of the issue were both scientific and adminis- 
trative, and had to be faced as soon as the present phase 
of mass vaccination campaign was over, wherever it was 
in progress. 


Dr. J. Hotm (World Health Organization, Geneva) said 
that since tuberculin testing had been started a number of 
problems had arisen which had been referred to the Tuber- 
culosis Research Office in Copenhagen. -An important finding 
had been that not every reaction to tuberculin was caused 
by either a natural or an artificial tuberculous infection. 
Something else caused the reaction in a percentage of people. 
Special surveys in a country revealed the pattern of sensi- 
tivity of the people as a whole, but did not help in the 
interpretation of the reaction in a single person. Patients 
with tuberculosis gave a definite type of reaction to five 
tuberculin units. It was not possible with the tuberculin 
rece to distinguish between persons with a disease and those 
without. 


There was a definite geographical distribution of the high 
incidence of non-specific reactions. Dr. Palmer thought 
that that was due to infection with another organism, prob- 
ably an acid-fast bacillus. There was no indication that 
non-specific reaction was due to racial or nutritional factors. 
The incidence was high in the Mississippi Valley and low in 
the New England States of the United States of America. In 
India there was a high percentage of non-specific reactions 
in the lowlands, but few in the mountain districts; the 
incidence was greater in rural than in urban districts. 


It was not possible to set a universal standard for the 
tuberculin test for the correct selection of children to receive 
—— vaccination, due allowance being made for non-specific 
reactions. 


If persons with an induration of less than 10 millimetre» 
were selected for B.C.G. vaccination, it was certain that som». 
persons actually suffering from tuberculosis would bh» 
vaccinated. 


The Tuberculosis Research Office had provided a numbe 
of assessment teams to make an initial survey in an area t» 
be covered by a mass campaign. The team used specially 
prepared solutions, the composition of which was unknown 
to the team. The solutions included not only tuberculin 
of varying strengths, but also potassium and other antigens. 
The results were returned to Copenhagen for analysis. In 
the opinion of the Tuberculosis Research Office, five tuber- 
eculin units was the most suitable dose, since it provided 
the best distinction between’ specific and non-specific 
reactions. 


All doubtful reactions should be read as negative, and the 
persons vaccinated. Some people with tuberculosis would be 
included, but the consequences were relatively negligible in 
a mass campaign. 


Dr. S. N. MasuNpDAR (India) said that in 1952 it had been 
decided to use five tuberculin units of tuberculin as the 
test dose, and indurations of six millimetres or more were 
considered a positive reaction. Recently the size of the 
induration separating negative from positive reactions had 
been increased to eight millimetres. Some workers in India 
thought: that it might be necessary to increase the limit 
further. 


Dr. E. C. Varpy (Brunei) asked if it was possible to 
eliminate the Mantoux test for people in isolated primitiv: 
communities, such as occurred in Brunei. If all people were 
given B.C.G. vaccine without a test, what would be the 
effects? 


Dr. J. Holm, in reply, thought that in a country where 
there were relatively few persons suffering from tuberculosis 
and the terrain made conditions of work difficult, B.C.G. 
vaccine could be given to all without previous tuberculir 
testing. 


Dr. A. SINGSONG (Philippines) said that 5,000,000 people had 
been tested in the Philippines by the recommended WHO 
technique. He asked for clarification on a number of points 
with respect to non-specific sensitivity. He said that it was 
their experience that a large percentage of people wer 
excluded from vaccination when a limit of six millimetres 
was set for injections of five tuberculin units. He felt that 
as many as 50% of those tested in some areas had been 
excluded because of non-specific sensitivity. The othe: 
question that was worrying workers in the Philippines was 
how was it possible to distinguish between non-specific 
reactions and the reactions due to immunity engendered by 
B.C.G. vaccine, and whether non-specific tuberculin sensi 
tivity represented any degree of immunity to tuberculosis 
If the limit of selection was raised to people with an indura- 
tion of eight millimetres, then at least 20% more people 
would be vaccinated. That was an important economic factor 
It was important to know how much unfavourable reactio: 
could be accepted if B.C.G. vaccine was given to all peopl: 
who showed a _ reaction of less than ten millimetres’ 
induration. 


Dr. M. GratTaN-SMITH (New South Wales) asked whethe: 
some of the non-specific reaction might be due to infectio:: 
with the avian strain of tuberculosis. 


Dr. J. Hotm replied that the Tuberculosis Research Offic: 
had investigated that question and was satisfied that non 
specific reaction was not due to avian tuberculosis. 


Dr. SHUBBAR-HASAN (Pakistan) pointed out that in th: 
hills of the Punjab, where there was a low incidence o 
non-specific sensitivity, there was no bovine tuberculosis. 


Dr. E. W. ABRAHAMS (Queensland) suggested that the tech 
nique advocated by Professor Heef might be more usefu 
in -excluding non-specific sensitivity than the intraderma' 
technique. 


Str Darcy Cowan (Adelaide) felt that the Mantoux tes! 
was becoming increasingly difficult to interpret as complica 
tions like non-specific sensitivity became recognized. H« 
wondered if any serious harm would come if people wh: 
gave even a strong positive reaction were given B.C.G 
vaccine. It was true that some of those people felt ill fo 
a time, but he was unaware that it created any significan 
physical change in their health. 


Sir Harry WuwuwnpberLy (Canberra) felt that a _ sharpe: 
reaction with obtained with 1/1000 old tuberculin than wit! 
purified protein derivative. The approach to the problem c! 
non-specific sensitivity could be simplified if all non-reactor‘ 
were given B.C.G. vaccine and all positive reactors given 
isoniazid. 





SEPTEMBER 17, 1955 


THE MEDICAL JOURNAL OF AUSTRALIA 


463 





Dr. P. S. Wooprurr (Adelaide) felt that at the present 
stage the discussion was creating a synthesis between the 
discussions of the ,preceding day and those earlier in this 
session, and for that reason he supported the suggestion just 
nade by Sir Harry Wunderly. 


Dr. J. Holm emphasized again that the existence of non- 
specific sensitivity must be recognized, and that the most 
definite evidence for that had been obtained in a recent 
«tudy reported by Dr. Palmer of the Tuberculosis Research 
Office. Some 1500 nurses in the United States of America 
had been tested with five tuberculin units, 10 tuberculin 
units and 100 tuberculin units, and they had had their 
chests radiographed. The nurses were asked if there was 
uny case of tuberculosis in their family or near relatives. 
on the answer to that question, the nurses were divided into 
three groups: that in which there was a case in the family, 
that in which there was no case in the family, and an 
intermediate group in which the evidence was doubtful. 
The nurses were also asked from what part of the United 
States they came. It was found that 90% of the nurses 
who reported a case of tuberculosis in the family gave a 
strong reaction to five tuberculin units, whereas only 10% 
of the nurses who were definite that there was no case in 
the family gave a positive reaction. There was no difference 
in the groups of nurses who came from different parts of 
the United States. Of those who did not react to five 
tuberculin units, 40% reacted to 100 tuberculin units. All 
of those had resided during their childhood in the southern 
parts of the United States. At the present time it was 
impossible to say whether non-specific sensitivity gave any 
immunity to tuberculosis. It must be recognized that if 
B.C.G. vaccine was given to people whose reaction to tuber- 
culin was between six and eight millimetres to five tuberculin 
units, some persons suffering from tuberculosis would be 
vaccinated. The risk was that the B.C.G. vaccine might be 
aceused of causing the tuberculosis. Although relatively 
little harm would come to the individual from the procedure, 
unfavourable personal reactions might do a great deal of 
harm, in the public thinking, to the whole procedure of 
B.C.G. vaccination. However, B.C.G. vaccination was now so 
well established that it was doubtful if public attitudes would 
be important at the present time. 


Dr. N. R. GopBy (New South Wales) asked for specific 
evidence of the effectiveness of B.C.G. campaigns. He 
pointed out that in Sweden every infant received B.C.G. 
accine at birth. Each child was retested and revaccinated, 
if necessary, on admission to school and high school, and all 
nuales and many females were tested and revaccinated, if 
1ecessary, on commencing military service. Despite those 
vecautions there was not a more spectacular fall in the 
eath rates from tuberculosis in Sweden compared with other 
uintries which did not have this procedure. 


Dr. T. J. JosepH (India) thought that the mass B.C.G. 
ampaign in India was probably the largest project of its 
‘nd in the world. Up to the present, 60,000,000 people had 

en tested, and it was hoped to complete the whole of the 
ndian population by 1960. At the present time 140 doctors 
1d 750 technicians were engaged in a programme which 
st £400,000 (Australian) annually. Unfortunately there was 
l-veloping a strong body of lay opinion which questioned 
! efficiency of B.C.G. campaigns. He hoped that the 
adings of the Conference would be useful to refute that 

opaganda. 


PROFESSOR S. D. RussBo (Melbourne) gave details of the 
rk of Professor Gray, of Melbourne, in which mice had 
n used to study the difference between allergy to tuber- 
ous infection and immunity. That work showed that there 
bably was a strong relationship between the development 
illergy and immunity. 
Dr. J. T. GUNTHER (Papua-New Guinea) felt that he had 
answer to Dr. Godby’s question. There were in the 
*sountain districts of Papua half a million people who were 
universally negative to the tuberculin test. Twenty years 
‘eviously if any of those people came to the coastal towns 
high percentage of them contracted tuberculosis and died. 
‘nee 1950, 200,000 had been vaccinated, and about 15,000 
d journeyed to the coast to work, where they had remained 
* one to two years. Repeated tests and X-ray examinations 
! failed to reveal the development of primary reactions in 
use people. It was the belief of the New Guinea authorities 
y — vaccine gave 100% protection to the mountain 
ople, 


Dr. GARDNER-KeErR (Bendigo) reported that between 1934 
‘:d 1949, among 450 trainee nurses at the Bendigo Hospital 
Victoria, there had been 14 cases of tuberculosis. Since 
‘49, two years after the introduction of B.C.G. vaccination, 
niong approximately the same number of nurses there had 
not been one case of tuberculosis. 


Dr. L. O. Roperts (World Health Organization, Manila), 
commenting on the vaccination of new-born infants, reported 
the experience of some of the countries of Asia which he 
had visited. In Formosa, 5% to 12% of infants developed 
suppurative axillary glands. At first it was thought that 
that was the result of the technique, but tests failed to find 
any explanation. 

Dr. E. A. NoRTH (Melbourne) suggested that whether or 
not glandular complications occurred might be due to the 
relative amount of vaccine, particularly to the number of 
viable organisms. It must be remembered that dose-for 
weight was highest in young babies. The matter had been 
investigated by the Commonwealth Serum Laboratories, and 
it had been found that the distribution of vaccine through the 
ampoule could vary as much as 10%, depending on how 
vigorously the ampoule was shaken before the fluid was 
withdrawn. 


Dr. J. HoLM (World Health Organization, Geneva) reported 
the studies made by the Tuberculosis Research Office into 
reactions in new-born babies. Already 3000 new-born chil- 
dren had been vaccinated in Copenhagen, and it had been 
found that they developed allergy in much the same manner 
as school children, but more slowly, and that up to twelve 
weeks were required for that to occur. The amount of 
reaction bore a definite relationship to the size of the dose. 
It was essential to use a well-fitting syringe and to give a 
slightly smaller than standard dose. 


Dr. E. A. NortH (Melbourne) gave details of the develop- 
ment of stabilized (freeze-dried) vaccine. He said that it 
had been produced initially about three years previously as 
a result of demands by the Papua-New Guinea authorities 
for a product which could be used in the more remote 
parts of the country. For the last three years, for all prac- 
tical purposes, the only vaccine used in New Guinea had been 
freeze-dried, and supplies were being sent to New Zealand. 
The advantages were that it could be fully tested, whereas 
the wet preparation could not be fully tested, and it was also 
possible to perform small clinical trials of each batch before 
release. 


Public Health Problems of Tuberculosis in Unprotected 
Peoples. 


On Thursday, August 18, the subject for discussion was 
“Public Health Problems of Tuberculosis in Unprotected 
Peoples”. The chairman was Dr. Nepomuceno (Philippine 
Islands). 

The chairman introduced the session by pointing out that 
in most countries represented tuberculosis was still a major 
problem and that in the Philippines it was the greatest single 
cause of death. He explained that Dr. Holm wished his paper, 
which all delegates had, to be taken as read and that the 
subject matter would be discussed under four headings, 
namely: (i) changing the epidemiological picture, (ii) defining 
the problem, (iii) identification of cases from a public health 
point of view, and (iv) methods of control which should then 
be employed. 


Dr. J. Horm (World Health Organization, Geneva) pointed 
out that the definition “unprotected peoples” really included 
all peoples and that, therefore, the same principles applied to 
all countries. The two aspects of the public health approach 
and the clinical approach entered the picture; the public 
health approach was concerned with cutting down the risk 
of development of tuberculosis and was concerned with large 
numbers of people. Sometimes clinical impressions were not 
applicable to public health problems; for example, the 
clinician’s impression of the prevalence of tuberculosis might 
be coloured by the fact that he personally might see many 
cases when, in fact, the incidence might not be high. Again, 
antibiotic treatment might result in the longer life of a 
patient, but some patients might, none the less, continue to 
excrete tubercle bacilli and constitute a public health risk. 
In other words, the mortality rate might be less, but the 
rate of infection not necessarily so. Physical examination, 
as a method of diagnosis, had been largely superseded by the 
more accurate means of bacteriological and radiological 
investigation. 

Treatment also had become more scientific, 
be that much of the tuberculosis physician’s 
be concerned with the treatment of residual respiratory 
insufficiency when drugs had arrested the tuberculosis. Bed 
rest, for years considered the basis of treatment in many 
countries, had, in some places, now given way to systematic 
controlled exercise. 

Technicians might well be employed, not only in case 
finding, but also in the administration of medical treatment. 


Dr. J. T. GUNTHER (New Guinea) said that if “protected” 
peoples meant those with a high standard of living, housing 


and it might 
work would 
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and economics, and a well-organized health service, “unpro- 
tected” people were those who did not enjoy those things. 
In some areas in New Guinea up to 3% of the total popula- 
tion had active tuberculosis. The problem was to protect 
the majority against that minority, and any control pro- 
gramme which did good for that majority quickly was a 
good programme. 


Dr. R. Mitts (Newcastle) said that he felt the chest 
physician still had an important part to play in the treat- 
ment of patients with tuberculosis, although he must also 
have an eye towards the public health aspect. He mentioned 
particularly the supervision of the chronic older age group 
patients and the necessity for discipline and supervision of 
alcoholic tuberculosis patients. 


Dr. T. J. JosepuH (India) agreed with Dr. Mills and said that 
the distinction between the clinician. and the public health 
authorities was not a clear one. Individuals made up the 
community, and therefore the individual was important from 
the public health viewpoint. Rendering individuals non- 
infectious was in fact public health. He stated that the 
increase in chronic cases and diminution of acute cases in 
“protected” communities was not only due to the efforts in 
treatment by physicians, but was an_ epidemiological 
phenomenon. Whilst the public health aspect grew, the place 
of the physician must still remain important. 


Sir Harry WuNDERLY (Canberra) agreed with Dr. Holm in 
that all were “unprotected” and said he felt that the job 
of the clinician was to evalute the information supplied by 
technical experts and to arrange disposal and treatment. 
There was no conflict between clinician and public health 
authorities, but rather cooperation, and the latter challenged 
the clinician to ensure that the chronically infectious patient 
was not a community danger. 


Dr. A. Mortanp (London) also made the point that the 
place of the clinician was still of great importance. He 
said that although the number of deaths due to tuberculosis 
in his own area of London had decreased appreciably over 
recent years, more patients were coming along for treat- 
ment, and more responsibility accrued to the clinician to 
advise on prevention and hygiene as well as therapy. The 
tuberculosis physician must be public health minded. 


Dr. Tin-KyYreE (Burma) pointed out that public health 
authorities had to impose certain things on a community 
which it might not like, and that the authorities must work 
in cooperation with clinicians and vice versa. 


Dr. J. Hotm said that he did not decry the role of the 
physician in any way, but felt that the day might come 
when there would be a good effective drug and the refine- 
ments of dosage would become simplified. The first step in 
any tuberculosis control programme was knowing the extent 
of the problem. In a new country it was not of vital 
importance accurately to know the number of cases, but 
an index of those might be a satisfactory starting point. 
Clinicians were not necessarily in a position to define the 
problem—if they dealt more or less exclusively with tuber- 
culosis patients their impressions might be wrong. The first 
step, he suggested, should be to investigate the incidence 
of the disease. Tuberculin testing should be carried out in 
towns and also in rural areas. It did not follow that a high 
incidence in one area meant a high incidence everywhere; 
and although tuberculosis was an important problem in India, 
there were rural areas within 100 miles of Madras where 
there were no more cases than in Denmark. Again, if any 
control programme was started without some base line, it 
was impossible to estimate what was achieved. Tuberculin 
testing was a more reliable form of investigation than study 
of mortality in many areas if there was no extrahuman 
source of infection; but where the latter existed, laryngeal 
swab surveys were of great value. Direct examination was 
employed and some cultures were made to estimate what 
percentage might be missed on direct examination alone. 
Mobile X-ray arrangements were also of value, but only as 
one part of a general plan. Mass X-ray surveys might be 
misleading, since there were many causes of pulmonary 
shadows. Bacteriological surveys were much more important 
than mass X-ray surveys, but good laboratory services were 
essential. 

Dr. J. T. GUNTHER (New Guinea) pointed out that at the 
- commencement of work there were only some 300 miles of 
roads in the territory. Sample surveys of the area varied 
widely in their findings. Survey teams employing elaborate 
X-ray and laboratory techniques, he felt to be too slow. 
The mobile population, coming from inland virgin districts 
to the coastal areas with a higher infection rate, was the 
greatest risk. Mantoux testing and B.C.G. vaccination had 
been _the backbone of work in New Guinea and X-ray 
examinations were a secondary line. 


Dr. E. C. Varpy (Brunei) asked how many people, in 
estimation of a base line, needed to be examined. 


In reply, Dr. Holm said that if the Mantoux test was 
used, samples of some hundreds in various areas would g:ve 
a good idea. If bacteriological investigations were made, 
larger numbers would be required. 


Dr. A. PENINGTON (Victoria) felt that a central case regisier 
bureau was required to correlate the information from fivld 
centres. 

Dr. J. HoLtm next brought up the subject of the identifica- 
tion of people who excreted tubercle bacilli. He said that 
from the public health viewpoint, unless bacilli were excreted, 
the patient was not of public health importance. A stand::rd 
WHO method, which was now being widely used, consisted 
of tuberculin testing and 70-millimetre X-ray films. A 
laryngeal swabbing (not a sputum sample) was examined 
by direct methods and by culture; that method would rev-«al 
a very high percentage of the infectious cases. Diagnosis 
could not be made on the X-ray films alone, and that method 
of diagnosis might be very harmful to the subject. Tech- 
nicians were employed for the performance and reading of 
tuberculin tests and for the collection of treatment of biic- 
teriological material under the supervision of doctors. Indeed, 
trials had been made employing technicians to decide wheti:er 
an X-ray film was normal or abnormal, but not to make 
further deductions on that score. 


Dr. J. T. GUNTHER felt that mass radiological surveys were 
slowing down mass vaccination projects, and that in bis 
area the main point was to protect succeeding generations 
and find cases as the work progressed. Technicians drawn 
from the ranks of the Papuan people were employed in both 
vaccination campaigns and case-finding. A portable X-ray 
machine that could be carried by hand in units was used, 
and persons with abnormal X-ray findings were theoretically 
transferred to hospitals for investigation. Dr. Gunther 
stressed the fact that if he had a choice he would prefer 
bacteriologicai to radiological help in the field. He reiterated 
the importance of the time factor, which should not be 
sacrificed for the employment of refined techniques if time 
could be lost. 


ProFEssoR S. D. Russo (Melbourne) felt that the pathway 
of spread must be determined. He agreed that the widespread 
use of bacteriological investigation was impractical in some 
parts of Papua, where up to 80% of the population might be 
tuberculin-positive, and pointed out that the great majority 
of tuberculin-positive children under fourteen years of ae 
came from houses in which there were other positive reactors 
and that the spread was mainly intramural. Betel-nut 
chewing and spitting and the use of blankets made a dust 
hezard within houses. He said that in Melbourne he hid 
found the fluorescent method of sputum examination very 
satisfactory. 


Dr. J. ToNGE (Queensland) felt that cultures should be 
made wherever possible, since they gave a 40% increment on 
“positive” smears. He felt that fluoroscopy was not satis- 
factory; the interpretation of a “positive” smear by that 
method might be erroneous, and in a hot climate it was a 
trying method for the technician. 


Dr. K. H. HALLAM (Victoria) felt that in his State it was a 
waste of time and money to make X-ray examinations 
members of certain age groups, particularly adolescents, w: 
were tuberculin-negative. If X-ray surveys had to be limi'” 
at all, they should be used on members of the older 4% 
groups and tuberculin surveys should be employed 
members of the younger age groups. He pointed out tl! 
in some 3% to 4% of autopsy examinations in a pul:i 
hospital in Victoria, performed on people over the age < 
fifty years, active tuberculous lesions were found. 


Dr. S. N. MAJUNDAR (India) felt that the wide use of anti 
biotics might produce a group of people who excrei® 
resistant organisms. They would be difficult to treat, 6% 
they might pass the disease on to children and cais 
meningitis. 

Dr. SHUBBAR HASAN (Pakistan) suggested that detai-- 
surveys might not be so necessary where there was a gr: 
deal of tuberculosis. He also felt that X-ray interpretat: 
and prescription of treatment were not in the realm 
technicians. : 


Dr. J. Ho~tm said that he did not advocate excludi: 
doctors, but pointed out that an army consisted not only 
generals, but also of other ranks. <A doctor’s job was 
direct and supervise. He also said that he thought || 
fluorescent method of examination of sputum not relia’ 
enough and pointed out that negative culture findi::s 
occurred more frequently in samples that yielded posit:ve 
results by the fluorescent method than was the case in 
Ziehl-Neelsen preparations. A more simple method of culture 
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had recently been employed, allowing technicians to make 
some forty inoculations each hour. What was wanted was 
an even simpler culture medium. He agreed with Dr. 
Gunther that recording should be as simple as possible, 
and advocated the employment of one simple card for each 
putient. Dr. Holm went on to say that the next step in a 
control programme was to avoid the spread of infection. 
Two methods immediately presented themselves. The first 
was to render a patient non-infectious by treatment, and 
that emphasized the necessity for a reliable drug which may 
be self-administered with safety. The second method was to 
avoid dissemination of bacilli from an infectious case. That 
required a study of the route of infection, and he agreed 
with Professor Rubbo that infection was mainly intramural. 
In tropical countries with much sunlight infection took 
place mainly in houses and at night. In villages in Iran 
reactors were grouped in households, and in many of the 
houses could be found patients with symptoms which they 
had had for some considerable time; but in neighbouring 
houses, despite close building, all occupants were often tuber- 
culin negative—in other words, neighbours were not infected. 
Patients therefore should be segregated, particularly at 
night, either in a separate room or in a simple structure 
apart from other members of the household. Sputum 
destruction by burning in some parts of India, for example, 
was impractical, since there was sometimes not enough fuel 
for cooking, and it might be practical to dispose of sputum 
in an open sand-box placed in a safe position. With regard 
to the application of methods of control, Dr. Holm felt that 
case treatment on: a domiciliary basis could be well super- 
vised by home visitors who could ensure not only that 
appropriate drugs were taken and hygiene followed, but 
that contacts were checked and that any person found with 
a chronic productive cough had the sputum examined. In 
Denmark all general practitioners might have any sample 
of sputum from any patient with a cough examined at a 
central laboratory. 


Dr. J. T. GUNTHER (New Guinea) pointed out that the 
major problem in New Guinea was one of insufficient staff. 
It was impossible to set aside medical officers as specialists 
in any particular disease. For that reason every officer of 
the New Guinea Health Service was vitally interested in the 
control of tuberculosis. A specialist in tuberculosis could be 
used to direct both the clinical and public health aspects of 
the total programme. Most of the field work was carried 
out by technicians whose training was directed by the 
specialist. The district medical officer supervised the activities 
of any work in his area, including tuberculin testing and 
B.C.G. vaccination. Case finding protected the present 
generation and B.C.G. vaccination the oncoming generation. 
Segregation of persons suffering from tuberculosis was 
essential if control was to be established in fifteen years. 
Huts built of native materials were adequate for the purpose, 
but it was important that the whole family should be 
allowed to accompany the affected person and that the 
children should be protected with isoniazid. 


Or. THan AuNG (Burma) reported that the authorities in 
Burma had tried to isolate patients suffering from tuber- 
cuiosis. There had been such a hue and cry that the pro- 
grsmme had to be stopped. In his opinion it was necessary 
to institute an intensive programme of health education 
before segregation could be effected. 


Dr. P. S. Wooprurr (South Australia), referring to Dr. 
Gunther’s comment that case finding slowed up the B.C.G. 
catapaign, pointed out that, in his opinion, those two aspects 
of the programme must run together. 


Or. J. T. Josepu (India) said that great difficulty was being 
ex erienced in getting doctors for the B.C.G. campaign in 
Initia because in the eyes of the public they were looked 
up. merely as vaccinators. He was very concerned because 
miny ill-trained technicians were going into the field to do 
vecc:nation work, and that might bring the whole of the 
E.G. programme into disrepute. 


I‘e. D. B. RosENTHAL (Melbourne) stressed that, in assessing 
the public health aspects of the tuberculosis programme, it 
Wes important not to lose sight of the fact that for many 
pecple freedom was more important than freedom from 
tulerculosis. Tuberculosis was still an incurable disease. 
The great advantage of sanatorium treatment was that it 
provided excellent opportunities for education of the subject 
in ll aspects of the disease. In any case-finding programme 
it was important to canalize the activities into those groups 
most likely to yield a high percentage of results. For that 
reison the Australian programme, whereby all applicants for 
the invalid pension must be examined radiologically, was 
yielding a high percentage of results in terms of the efforts 
e“pended. 

Dr. J. R. Witson (Ceylon) thought that what distressed 
patients most was the fact that they were treated not as 


human beings, but rather as inanimate objects, if they were 
passed through a series of technicians. Most patients wanted 
to see a doctor, and it was essential that a good patient- 
doctor relationship be established; also, it was important 
for the clinician to think in terms not only of the patient, 
but also of the patient’s family. Since tuberculosis was a 
social disease, money helped considerably in the control of 
the disease, in that it was able to provide many needed 
facilities. 

Dr. M. SALaTo (Fiji) said that the problems in his country 
were similar to those in Papua, and he agreed with Dr. 
Gunther regarding methods of control. Tuberculosis could 
be eradicated only by improving the economic conditions. 
That would take time in Fiji; so it was important to find 
other methods which would give results at the minimal cost. 
In planning any programme it was important to consider the 
social habits of the community, as they should not be dis- 
rupted. Superstition played an important part in the lives 
of the people of Fiji and was often a barrier to a good 
public health programme. In countries like Papua and 
Fiji, an adequate health education programme was essential. 
B.C.G. vaccination, in the absence of any comprehensive 
programme entailing the improvement of social conditions, 
was the second best method of control. 


Sir HarRRY WUNDERLY (Canberra) spoke in the dual per- 
sonality of a practitioner of twenty-four years’ experience 
and an administrator of more recent time. From his visits 
to several under-developed areas in the neighbourhood of 
Australia he had come to the conclusion that there was no 
conflict between the clinician and the public health worker. 
If the trend in the treatment of tuberculosis was as had 
been indicated in the present meeting, namely, that fewer 
people would be admitted to sanatoria and more would be 
treated in the home, then the clinician was going to play 
an increasing role in the control of tuberculosis. He asked 
Dr. Holm if he had any comments to make on the findings 
in New Guinea, where a number of individuals who were 
well physically and had no abnormal signs in their chest 
X-ray films were found to have acid-fast bacilli in their 
sputum. He said that too much time of professional per- 
sonnel was taken up in doing clerical work. That should 
be done by technicians, but only a trained physician could 
assess the value of the biological, radiological and bacterio- 
logical evidence in each case. 

Dr. J. HoLtm thanked Sir Harry Wunderly for his inter- 
pretation of the discussions to date, and emphasized a few 
points. He said that physicians were often afraid of making 
a diagnosis of tuberculosis because of the consequences; 
compulsion should be avoided; the fight against tuberculosis 
should not be a fight against the patient; health education 
should be directed towards the persons most at risk, namely, 
the members of the patient’s family; in under-developed 
countries like East Pakistan, where there were few hospitals 
or clinics, much could be done by applying existing know- 
ledge in an intelligent way, and a lot could be done without 
the services of a top level commission to investigate each 
case. 


The Role of “The Team” in Tuberculosis Control. 


On Friday, August 19, the subject for discussion was “The 
Role of ‘the Team’ and its Members in the Control of 
Tuberculosis”. 


The chairman, Dr. T. J. JosepH (India), in opening the 
session, extended an invitation to the members of the Con- 
ference on behalf of Dr. Benjamin, President of the Inter- 
national Union for the Control of Tuberculosis, to attend 
the conference in New Delhi in January, 1957. 


Dr. DE MarcHI (WHO, Pakistan) said that since one person 
could not be expected to be an expert in all phases of tuber- 
culosis work, a team was essential. Each member had his 
special task and because of his expert knowledge acted as 
an adviser to the governing unit of the team. In most 
countries there was a shortage of trained personnel; so it 
Was necessary to train people for specific tasks in a pro- 
gramme. There was no standard method of training; B.C.G. 
technicians could be trained in a few weeks, but X-ray 
technicians obviously took longer. In his opinion, people 
who had some previous experience were often biased and 
insecure; it was better to obtain people without previous 
experience for B.C.G. campaigns and train them. The tech- 
nique should be reduced to a mathematical operation and 
taught that way. The service team should be concerned 
with general planning, 1dministration and the planning of 
training programmes. It would include the doctor, who was 
the leader of the project, a bacteriologist, nurses, X-ray 
technicians, administrative staff and a statistician. The anti- 
tuberculosis dispensary or centre, although concerned with 
treatment and individual prophylaxis, was also essential for 
the demonstration of effective modern methods and the 
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The survey team was composed 
Its work should be closely super- 
vised by a statistician. In general, doctors should be used 
for planning, training and coordination; much the same 
applied to nurses. Assistance in domiciliary treatment and to 
doctors in centres should be supplied by lay staffs. An 
important omission from the team in many countries was 
the social worker, and that meant that such services played 
a small part in the over-all service. 


Dr. THAN AuUNG (Burma) said that since tuberculosis 
control contained a major social element combined with the 
medical or public health element, cooperation had to be sought 
further afield. That entailed close liaison with social welfare 
agencies and the government departments controlling housing 
and labour. If a country had the good fortune to have 
national voluntary agencies, close cooperation should be 
maintained between those and the State control organization. 
One important function of the survey team was to produce 
evidence of the exact extent of the disease, so that it could 
be presented to the government in support of requests for 
adequate finance for control programmes. Dr. Than Aung 
gave details of the programme in Burma. With the help of 
UNICEF and WHO it had been possible recently to set up 
fairly modern services for the control of tuberculosis in 
Rangoon (population 800,000) and Mandalay (population 
200,000). Despite a fairly large staff, the service and facilities 
were still inadequate, and the case load at all hospitals and 
clinics was too big. 

Dr. J. Houm (WHO, Geneva) outlined the nature of help 
that could be provided to governments, at their request, by 
WHO and UNICEF. In addition, he pointed out, many 
countries of Asia were securing assistance under the 
American “Point 4” programme and the Colombo Plan. The 
International Union for the Control of Tuberculosis was 
working in close collaboration with WHO, and was following 
WHO in setting up regional organizations. There was 
already one for the Mediterranean; soon one would be 
organized for South-East Asia. 


Miss N. M. McDonaLp (Sydney) outlined the training the 
public health nurse should receive. Not only should the 
nurse be competent in the clinical side of a programme, 
she must also be capable of teaching personal hygiene to the 
patient and must act as a liaison between the patient and 
doctor. She should be aware of the potential for the 
rehabilitation of the patient. 

Miss Cook (Sydney) gave details of the place of the district 
or domiciliary nurse in a team. An important function was 
the teaching of home nursing to the patient’s relatives, and 
of home hygiene. 

Dr. SMARN MUNTARBHOAN (Thailand) emphasized that the 
thoracic surgeon was an important member of the team, for 
by timely surgery he was able to reduce considerably the 
duration of treatment and so enable the patient to return to 
work sooner. That was an important consideration in 
countries without programmes of financial assistance for the 
patient with tuberculosis. 

Miss M. Craig (Sydney) said that the thoracic surgical 
nurse should have a sound knowledge of all aspects of the 
disease, including chest physiotherapy. The latter enabled 
her to help with the posturing of the patient. Those facts 
were best obtained in a special post-graduate course. 


Mr. LuKEsS (Sydney), representing social workers, reviewed 
the functions of the medical social worker in a team. He 
said that traditionally social workers had been concerned 
with two things: the welfare of the individual in his inter- 
actions with society, and helping to organize community 
resources to meet revealed deficiencies. Social workers were 
concerned at the possibie effect of mass case finding, pre- 
vention and treatment methods on. the individual and his 
family. While it was doubtful whether or not social workers 
could be profitably and systematically utilized on a large 
scale in the control team, as it was envisaged at present, 
it was suggested that thought should be given to their use 
as consultants. In that capacity they could advise home 
visitors on certain aspects of their work, and might also 
assess the community’s potential for self-help and aid in 
organizing personal and financial services needed in the 
particular area. 

THE REVEREND Mr. NATHANIELZ (Ceylon) gave details of 
the substantial contributions which had been made by the 
Ceylon National Association for the Prevention of Tuber- 
culosis. He said that it had built and equipped a children’s 
ward, the first fully equipped chest clinic in Ceylon, and 
started a scheme of financial assistance to patients suffering 
from tuberculosis. The members of the Association did much 
home visiting of patients. 

Mr. A. J. BisHop (Perth) emphasized the importance of 
voluntary bodies in combating superstition and lack of 
cooperation. 


training of technicians. 
primarily of technicians. 


Mr. H. C. Morton (Melbourne) gave an outline of the werk 
of the Gresswell Ex-patients’ Association. Formed in 1538, 
it now had a membership of 2000. The Association published 
bulletins and held regular meetings at the sanatorium. It 
had already formed occupational therapy units, and it con- 
ducted a fund for assisting necessitous members. 


Miss Epctey (New South Wales) gave details of the pli:ce 
of the occupational therapist as a member of a medical tex mm. 
She said that close collaboration was maintained with all 
members of the team, as the aim was to effect adequ:te 
mental adjustment of the patient to the diagnosis and the 
prolonged treatment. The occupational therapist endeavoured 
to guide the thoughts of the patient into new avenues to 
compensate for the things missed. To do that, the occupa- 
tional therapist must know the interests and attitudes of the 
patient. It was important to help patients adjust themselves 
to the fact that they would be able to go back to work 
after discharge. 


Dr. L. Grant (New South Wales) reported on the facilities 
available for rehabilitation of disabled persons in New South 
Wales. He said that after good results had been obtained 
in the rehabilitation of physically disabled persons, the 
Social Services Department had extended its activities to the 
rehabilitation of the patient with tuberculosis. The advent 
of the new drugs in the treatment of tuberculosis had so 
changed the treatment routines that rehabilitation had 
become a much more important factor. Education was 
necessary not only for the patient, but also for the employer. 
There were few employers willing to engage the rehabilitated, 
trained and treated tuberculosis patients. 


Dr. H. M. VAN DER WALL (Ceylon) said that the aim was to 
have four home visitors attached to each clinic. Non-medical 
persons were recruited, after a qualifying examination, and 
they were given a nine months’ intensive course. Most of 
the home visitors in Ceylon were men. They were engaged 
in follow-up work and in bringing in contacts to the clinics. 


The interpreter, speaking on behalf of the Viet-Namese 
delegation, said that it was obvious that in many “unpro- 
tected” countries, including Viet-Nam, there were still not 
enough doctors, nurses, technicians and equipment to mect 
the needs. He said that it was felt that existing methods of 
treatment must be continued until the advent of a drug that 
would eradicate tuberculosis. 


Conclusion. 


When discussions ended on the final day the following 
guiding principles were drawn up and agreed to. 


Control. 


1. The essential preliminary to a tuberculosis control prv- 
gramme is to define the extent of the problem. The most 
practical and reliable method of achieving this is to ascertain 
the prevalence of tuberculous infection by tuberculin testin». 
Wherever it can be done, this should be followed by an 
epidemiological survey of random sample groups, using ma.s 
radiography, followed by bacteriological confirmation. 


2. For any control programme it is essential to concentra’¢ 
on finding the cases of pulmonary tuberculosis among 
adults excreting tubercle bacilli. The only way of doing this 
is by demonstrating the tubercle bacillus in the sputum. 
Suspected cases for this investigation can best be found 
X-ray examination. 


3. In the application of control methods, domiciliary trea: 
ment with antituberculosis drugs seems likely to play «° 
increasingly important part in rendering a patient no” 
infectious. Further investigation of this question is urgent 
necessary. Drug treatment does not, however, eliminate t!< 
necessity for segregation, adequate sputum disposal and othr 
accepted preventive measures. Where it is available, admi 
sion to hospital is advisable in some phases of the treatme:t 
of tuberculosis. 


B.C.G. 


1. Where the incidence of tuberculosis is high and other 
control facilities are inadequate, it is considered that mass 
B.C.G. vaccine administration is a safe and effective measu’. 


2. In countries in which tuberculosis is less prevalent, a" 
where other facilities for control are adequate, vaccinati’ 
programmes should be concentrated on high risk groups. 


Drugs. 


Prolonged administration of antituberculosis drugs is cce:'- 
sidered a vital part of the treatment of infectious patien:-. 
In order to render a patient non-infectious, where one drug 
or drug-pairing is not completely effective, a change t0 
another drug or drug-pairing is likely to be beneficial. 
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The use of isoniazid as a single drug for domiciliary treat- 
ment under self-administration appears to have such 
advantages as to merit intensive investigation. 


The Team. 


For an effective tuberculosis control programme team-work 
is essential on all levels—international, national, provincial 
and local. The voluntary organizations have an important 
rvle to perform in cooperation with the official health services. 


Personnel. 


An effective tuberculosis control programme can_ be 
executed by extensive use of technicians when especially 
trained for a specific function and properly supervised. No 
work should be carried out by a doctor which can be done 
as well by a nurse, and nothing done by a nurse which can 
be done as well by a technician. 





Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


ARETAIOS KAPPADOX. 


To the Editor of the New South Wales Medical Gazette.’ 


Dear Sir, 

i now forward another contribution from the works of the 
elegant and accomplished Aretaios Kappadox on dropsy, 
which, like all his histories of disease, is not only remarkable 
for its accuracy, minuteness and descriptive power, but for 
the fact that it contains the first notice of Hydatids on 
record. I do not say that Aretaios is the first ancient author 
who may have mentioned or described them: for he himself 
clearly shows that this singular form of dropsy was known 
to other practitioners at the time in which he flourished— 
about the reign of the Emperor Titus in the first century: 
but in a pretty extensive acquaintance with ancient medical 
literature, I cannot recall to memory any other writer 
whose extant works express even an allusion to this rare 
circumstance. I may also mention here, currente calamo, 
that this universally famous author has been justly desig- 
nated the “Painter of Diseases’ from his faithful, minute 
and elegant, as well as poetic descriptions of the maladies 
of which he treats, and though it is absolutely impossible to 
copy or even to imitate his elegancies and occasional fine 
poetic tropes in a literal translation, which ought to be as 
near as can be made an exact and unadorned manuscript 
of the author’s meaning, yet it is for his peculiar excellencies 
in general that I have been led to offer you these versions 
inadequate as they are in their representation of the great 
archetype: for I know of no other ancient author, with 
perhaps the exception of Celius Aurelianus, a latin writer 
of a much later date, who is worth comparing with him in 
the correctness and fulness of his delineations. But in 
judging of Aretaios we should never forget that eighteen 
centuries have rolled between us in the vast ocean of time, 
and that our judgements have all the advantages of the 
inconceivable progress made in every science, medicine 
among the rest, in that long space of training and experience. 
Yet much may still be gathered from our remote and (?) 
benighted forefathers. I acknowledge myself their debtor 
in a large amount and I am not alone in this: among 
hundreds of other modern luminaries of our profession the 
illustrious Dr. Herman Boerhaave. “Finding” as he tells us 
himself “that Hippocrates was the original source of all 
medical knowledge, and that all the later writers were little 
more than transcribers from him, he returned to him with 
more attention, and spent much time in making extracts 
from him, digesting his treatises into method and fixing them 
in his memory.” Your readers have all the new views of 
medical science in their hands: my object is to refresh their 
memories with a few glimpses of the old. It is therefore a 
subject of deep regret that the works of our author as 
they have come down to us are more mutilated and imperfect 
than those of any other ancient medical writer of any note 
or value. 

Yours, faithfully, 


Gladesville, FRANCIS CAMPBELL, M.D. 


5th January, 1872. 
1From the original in the Mitchell Library, Sydney. 





Correspondence, 
TWO CASES OF NODULAR LEPROSY. 


Sir: During recent months I have had referred for diag- 
nosis two cases of nodular leprosy, both in comparatively 
advanced stages of the disease. 

One, an Egyptian, had been in this country for three years. 
The history elicited from the patient was somewhat vague 
and unsatisfactory, and although the condition was wide- 
spread and well advanced it was not possible to state whether 
the clinical manifestations of the disease had existed prior 
to his migration to Australia. 

The second, more recent, case was a Maltese, resident here 
for the past five years. His disease was in a very advanced 
stage with multiple ulcerative leprous nodules, including a 
leprous nodule of the conjunctiva. This patient stated that 
when discharged from the army in Malta in 1945 he had an 
ulcerative nodule of the knee regarding which no diagnosis 
apparently was tendered. It is still present and shows 
profuse evidence of Hansen’s bacillus on laboratory investi- 
gation. There can be little doubt that in 1945, as at the 
present time, the lesion was one of nodular leprosy. 

In both cases smears taken from the naso-pharynx and 
ulcerative lesions revealed Hansen’s bacillus in abundance. 

This letter is writtcn with two thoughts in mind. Firstly, 
in view of the fact that it is logical to assume that cases 
of Hansen's and other exotic diseases will be seen more 
frequently in the future than in the past, it would be wise 
for all of us to make ourselves more conversant with the 
clinical features of such than possibly we are at the present 
time. Secondly, might we be assured that the screening of 
migrants to this country is as effectively carried out as 
might be desired? 

Yours, etc., 

55 Collins Street, 3ASIL COLAHAN, 
Melbourne, C.1, 

August 31, 1955. 


OVER THE HILLS AND NOT SO FAR AWAY. 


Sir: I regret to see that Dr. Norris is permitted to use 
both the Townsville Medical Conference and now THE 
MEDICAL JOURNAL OF AUSTRALIA for promulgating his own 
particular brand of politics and his own particular view of 
the situation in Asia. His alliterative “dreadful doctrine of 
dialectic [sic] materialism” does not ring true; nor for that 
matter did his recent statement that nuclear bombing holds 
little threat to humanity. Is it that he has not troubled to 
ascertain the facts? Or is it that he was directed by his 
superior officers (army) to cry down the threat to all life 
contained even in continuance of experimental explosions? 


Yours, etc., 

Narrogin, A. 
Western Australia, 
August 23, 1955. 


JACOBS. 





THE RONTGEN ORATION. 





Sir: In his criticism of Dr. G. P. O’Day (M. J. AUSTRALIA, 
August 13, 1955) Dr. V. J. Kinsella makes a number of 
assertions about dialectical materialism which make me 
suspect that he does not understand the essence of the 
problem. Materialism has as its corner-stone the belief 
that matter, in its infinite variety of forms, exists indepen- 
dently of human consciousness. In short, matter existed in 
the universe for an infinite time before evolutionary pro- 
cesses culminated in the appearance of human consciousness. 
Consciousness is the supreme function of matter organized 
in a special way in the human brain. It did not come into 
being in any accidental way. Nor was it created in a 
complete and final form. It evolved from the motion of 
matter and wili evolve indefinitely in the future. 

This evolution is a protracted and enormously complicated 
process, but it is determined essentially by material pro- 
cesses. Sensations, impressions and ideas are the reflection 
of the material world in the human mind—as is thought 
itself. Only very recently in human history has mankind 
been able to theorize about its experience of the material 
existing outside its consciousness. It was inevitable that 


from the beginning of such theorizing man would regard 
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himself as the centre of the universe because he was the 
most fully conscious entity in it. It was equally natural 
that he should look for the cause or causes of his being. 
And at that stage of evolution religion began. The multi- 
tudinous strands of religious ideology, in the brief moment 
of historical time, with all their development, decay and 
internal conflict, are the best proof that religion could not 
be the result of divine revelation. Comparative theology 
surely proves that something other than an omniscient and 
omnipotent power was at work to produce such confusions 
and contradictions which have frequently in the past (and 
sometimes even today) been an important ideological force 
determining military conflicts and social oppression. 


Social relationships (in Marxist terms, class relationships) 
have determined religious thought and practices at all stages 
of man’s organization as a social being. Throughout history, 
national and class conflicts in their great complexity have 
compelled religious ideologists to revise and: modify their 
theory constantly. Each new ruling class has required a new 
interpretation of divine power and has often forced this new 
theory upon peoples subject to it. Progressive religious 
ideas have always been persecuted together with the social 
groups which gave birth to them. The political triumph of 
these classes officially sanctioned their new religious ideas. 
In their turn these were used to shackle other groups and 
peoples. 

Science, by refuting religious theory, has always been 
fiercely opposed by theologians. In very recent times 
religious theory, forced so often to retreat, has incorporated 
many scientific ideas into its new theories and can boast 
that many scientists adhere to religious and idealist phil- 
osophy. In short, the twentieth century has seen yet 
another of the revisions and modifications of religious, 
theory, this time as a result of the enormous growth of 
scientific knowledge and the pressure of various social 
forces. 

In conclusion, I refer to Dr. Kinsella’s fear of a new Dark 
Age. I, too, share his concern. But I would remind him 
that the last historic Dark Ages occurred in Europe when 
the dominant organized religious power of the time held the 
free enquiring spirit of man in check for several centuries. 


Yours, etc., 
North Fitzroy, Ian C. MACDONALD. 
Victoria, 


August 28, 1955. 


Mr. V. J. Kinsella closes his letter with a veritable 
shriek of despair. He sees the “darkest of our dark ages” 
imposed on us by inhuman ideas. Kingsley Norris joins him, 
warning us of the great danger: “The dreadful doctrine of 
dialectical materialism.” So a philosophy is the modern 
ogre. 

Trying to make this prima facie absurdity credible, V. J. 
Kinsella vehemently piles misrepresentation upon misrepre- 
sentation. “Marxists shut their minds to Aristotle’, he 
writes. This is false. Marx (page 68 of “Capital’) says: 
“The two latter peculiarities of the Equivalent form will 
become more intelligible if we go back to the great thinker 
who was the first to analyse so many forms whether of 
thought, society or nature, and amongst them also the form 
of value; I mean Aristotle.” 


Dialectical materialists belong in fact to the Aristotelian 
tradition, not the Platonic. They do not close their minds 
to any contribution to human thought, even if they disagree 
with the basic views of its author. We reject Berkeley’s 
idealism, and also Hegel’s, but we do not deny that Berkeley 
made a contribution to philosophy, and we are grateful to 
Hegel for the Hegelian dialectic. If Mr. Kinsella really 
desires to combat our ideas, it would be wiser for him to 
become more fully acquainted with them. He could not then 
make the foolish error of likening Communism to Nazism. 
Let him ask himself why Chamberlain, Churchill, Baldwin, 
Lloyd George and even Menzies have supported and looked 
favourably on Nazism and its Italian counterpart Fascism. 
He would quickly discover that Nazism and Fascism were 
both Capitalist doctrines and policies, adopted as a last resort 
against Communism. 

God was not hated by Marx. How can anyone hate the 
non-existent? Dialectical materialists study carefully the 
history of the God idea; note evolution, and its various 
forms, and admit the necessity of its origin and duration. 


Nor do we consider that man exists for the collectivity as 
the bee for the swarm. No, sir, man is both individual and 
social. He can develop his individuality only in society; 
or am I to understand that a surgeon, for example, could 
develop his talents without his fellow beings? I begin to 
— that Mr. Kinsella would reject the communion of 
saints. 


SIR: 


Marxism, a highly developed scientific philosophy, sprang 
from German philosophy, French politics and English 
political economy. It is therefore a product of the spirit o! 
man, if one understands by the spirit man’s mind, man’s 
intelligence. It is a liberating doctrine because it has made 
a great contribution to man’s knowledge of the laws of his 
own social existence, and has enabled man already on one- 
third of the earth to abandon the kingdom of necessity foi 
the kingdom of freedom, in the first place in freeing economic 
development by solving the market problem. And this 
development enables adequate education to be provided for 
every child, and adequate opportunity for the exercise and 
development of each child’s talents. Surely Mr. Kinsella 
would admit that this material basis is necessary for spiritua! 
blossoming. 


As to the Physiology session, so badly misinterpreted by 
Mr. Kinsella; in Russia, a country in which philosophy is 
universally taught, of course science must always take 
philosophy into account. Experiment is not enough. 
Thought must be given to the results obtained, and theoretic 
thought is not, pace Kinsella, natural to°-man. It has to 
be acquired. Medicine and surgery would have been saved 
many false steps on Anglosaxondom if students had been 
trained in theoretic thought—and Mr. Kinsella might have 
been saved from inferring that things that are unique are 
therefore thought equal to one another. 


Marxists do not consider that “sense knowledge is th« 
sum of human knowledge, and that man therefore cannot 
know the nature of things”. This is childish. Our senses are 
very limited in their perceptive process—or does Mr. Kinsella 
possess a supersonic sense, or a gamma-ray sense, or an 
ultra-violet sense? Man has certainly learnt the nature of 
things by analysing them, then constructing them and using 
them. 


As to right and wrong, that is, ethics. Of course they are 
known objectively. The simple rules of ethics have been 
known for thousands of years, but are somewhat difficult 
to observe in our jungle society. In socialism, where the 
interests of one are the interests of all, the golden rule 
becomes effective, not only among the citizens, but also 
among the nations. 


Mr. Kinsella does make one concession—namely, ‘That 
religion cannot be proved scientifically”. But he is wrong in 
thinking that dialectical materialists are unfamiliar with the 
ontological proofs of the existence of God. They are well 
known to us, as is also the fact that they are equally 
good proofs of the non-existence of the Deity. 


Finally, the imputation of brutality and genocide to the 
godless. Mr. Kinsella should read a little history and discover 
how kindly Christians have been to each other. He could 
begin with the Albigenses, a story of genocide by the godly. 
Titus Oates and Judge Jeffreys could provide him with 
matter for reflection on Christian and Protestant brutality. 
The bombs on Hiroshima and Nagasaki were dropped by 
Christians. Perhaps he is not aware that the Christian 
United States of America will not subscribe to an inter- 
national regulation prohibiting genocide. Unless he believes 
lies told by paid agents, he will give the palm for kindliness 
to the godless. 


And we do not blame religion for the cruelties which it 
could not avert. We submit that Mr. Kinsella has produced 
no proof that science and religion can be reconciled. And we 
are facing no dark age, but one of peace and progress in 
economic well-being, morals and culture. 


This bogy building of Kinsella’s and Norris’s is dangerous. 
uncivilized and reckless. I appeal for sober consideration ot 
the facts, and for the avoidance of McCarthyism. 

Yours, etc., 

473 Bourke Street, G. P. O'Day. 
Melbourne, 

August 19, 1955. 





SMALLPOX. 


Sir: Dr. Johnson, in The Sydney Morning Herald of this 
date, does not mention the epidemic of 1913, when from one 
late diagnosed case in Sydney Hospital smallpox spread 
rapidly through the State. I say “late diagnosed” besause we 
Sydney-trained men had never seen smallpox, and it was 
not until Dr. McMurray was consulted that it was recognized. 
It spread rapidly, and I saw several cases in Annandale 


and the surrounding district. The only vaccine available 
was from the Commonwealth Serum Laboratories, and 
private practitioners were not allowed to have any. The late 
Colonel Millard organized public vaccination depots, and we 
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gave our services free to vaccinate all and sundry. There 
were several deaths, and many carry the scars still on their 
faces. I am writing this because I feel that we should be 
on guard all the time, as smallpox, as I have pointed out, 
spreads so rapidly. 

Yours, etc., 


-1 Hastings Road, A. H. MOSELEY. 


Turramurra, 
New South Wales. 
August 24, 1955. 





A CASE FOR DIAGNOSIS. 





sir: The condition of Dr. Dyke’s patient (M. J. AUSTRALIA, 
Aucust 20, 1955) may be a common one seen in states of 
anxiety. Probably no sperms are ejaculated. In women a 
corresponding condition is a nervous leucorrhea, so dis- 
tressing to virgins with anxiety states. 

Yours, etc., 

195 Macquarie Street, S. J. MINOGUE. 
Sydney, 

August 22, 1955. 


— 
> 


aval, Wilitary and Air force. 


APPOINTMENTS. 











THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 35, of July 28, 1955. 


AUSTRALIAN MILITARY FORCES. 
Australian Regular Army. 
Royal Australian Army Medical Corps. 


2/40135 Captain J. V. C. Brassil is transferred to the 
Reserve of Officers (Royal Australian Army Medical Corps 
(Medical)) (Eastern Command), 20th May, 1955. 


Regular Army Special Reserve. 
Royal Australian Army Medical Corps. 


\X700361 Captain N. Johnson relinquishes the temporary 
rank of Major and is transferred to the Reserve of Officers 
(Royal Australian Army Medical Corps (Medical)) (Southern 
Command), 4th June, 1955. 


Citizen Military Forces. 
Northern Command. 


Royal Australian Army Medical Corps (Medical).—1/61819 
Captain (provisionally) J. K. Fullagar relinquishes the pro- 
visional rank of Captain and is transferred to the Reserve of 
Ofiicers (Royal Australian Army Medical Corps (Medical)) 
(Southern Command) in the honorary rank of Captain, 18th 
April, 1955. To be Colonel, 14th May, 1955: 1/39001 
Lieutenant-Colonel (Temporary Colonel) C. F. Marks. 1/39185 
Honorary Captain R. L. Hockin is appointed from the 
= erve of Officers, and to be Captain (provisionally), 20th 
May, 1955. . 


Eastern Command. 


Royal Australian Army Medical Corps (Medical).—To be 
Colonels: Lieutenant-Colonels (Temporary Colonels) 2/206951 
E. *. Thomson and 2/165481 E. Ford, O.B.E., 14th May, 1955, 
an? 2/127800 J. F. Sullivan, M.C., 15th May, 1955. The pro- 
Visional appointment of 2/121993 Captain J. Beveridge is 
terminated, 11th November, 1954. To be Captain (provision- 
alix), 12th November, 1954: 2/121993 John Beveridge. 


Southern Command. 


voyal Australian Army Medical Corps (Medical).—To be 
Colonels, 14th May, 1955: Lieutenant-Colonels (Temporary 
Colonels) 3/157150 C. A. M. Renou, 3/50147 E. R. Crisp, and 
3/50208 E. S. J. King. 3/101821 Captain I. A. L. Ferguson is 
transferred to the Reserve of Officers (Royal Australian 
raion Medical Corps (Medical)) (Southern Command), 12th 
April, 1955. 


Central Command. 


Royal Australian Army Medical Corps (Medical).—4/32053 
Captain (provisionally) W. H. Scholz relinquishes the pro- 
visional rank of Captain and is transferred to the Reserve 





of Officers (Royal Australian Army Medical Corps (Medical) ) 
(Southern Command) in the honorary rank of Captain, 5th 


May, 1955. To be Lieutenant-Colonel, 2nd March, 1954: 
4/32032 Major (Temporary Lieutenant-Colonel) J. R. 
Barbour. 


Tasmania Command. 


Royal Australian Army Medical Corps (Medical).—6/15388 
Honorary Captain R. J. Connolly is appointed from the 
Reserve of Officers, and to be Captain (provisionally), 23rd 
May, 1955, with regimental seniority next before 3/129187 
Captain (provisionally) P. H. G. MacCallum. To be Captains 
(provisionally), 2nd June, 1955: 6/15268 John Stuart 
Newlinds, and 6/15269 Robert Gordon Smith, and 6/15389 
Gerhard Richard Wagner. 


Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps. 


Northern Command.—The resignations of the following 
officers of their commissions are accepted: Honorary Captain 
J. H. Cameron, 29th April, 1955, and Captain R. C. F. Cilento, 
10th May, 1955. 

Southern Command.—The resignation of Honorary Captain 
J. H. Williams of his commission is accepted, 23rd March, 
1955. To be Honorary Captains: John Hartley Williams, 
11th October, 1954, and David Peter Gale, 2nd May, 1955. 


RoyaL AUSTRALIAN AIR FORCE. 
Permanent Air Force: Medical Branch. 


The following are appointed to a short-service commission, 
on probation for a period of twelve months, with the rank of 
Flight Lieutenant: Eric Solo (014782), 13th April, 1955; 
Cedric Frank Campbell (014785), 15th April, 1955. 

The following are appointed to a short-service commission, 
on probation for a period of twelve months, 10th June, 1955, 
with the rank of Flight Lieutenant: Eric Hay Stephenson 
(0312182), Ian MacLachlan (0310756). 


Active Citizen Air Force: Medical Branch. 


No 22 (City of Sydney) Squadron.—Pilot Officer D. L. 
Hudson (023909) is transferred from the General Duties 
Branch and is promoted to the rank of Flight Lieutenant, 


13th February, 1955. 


Air Force Reserve: Medical Branch. 


The following former officers are appointed to a commis- 
sion with rank as indicated: (Flight Lieutenant (Temporary 
Squadron Leader)) N. Morrissy (254850), 15th February, 
1955; (Flight Lieutenant) A. I. Lane (0210562), 6th April, 
1955; D. M. Jorgensen (416342), 5th May, 1955. 


The following are appointed to a commission with the 
rank of Flight Lieutenant: Ralph Daniel (400915), 3rd 
February, 1955; Thomas Morey Yates (417288), 13th 


February, 1955. 





The undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 36, of August 4, 1955. 


NAVAL Forces OF THE COMMONWEALTH. 


Permanent Naval Forces of the Commonwealth 
(Sea-Going Forces). 

Fixing Rates of Pay —Surgeon Lieutenant-Commander 
(for Short Service) Benjamin Crawshaw is paid the rates 
of pay and allowances prescribed for Surgeon Commander, 
whilst acting in that rank, dated 28th March, 1955. 


Citizen Naval Forces of the Commonwealth. 


Royal Australian Nawal Reserve. 


Appointment. — Norman Lennox Speirs (Surgeon 
Lieutenant-Commander, Royal Australian Naval Volunteer 
Reserve) is appointed Surgeon Lieutenant-Commander, with 
seniority in rank of ist August, 1947, dated 13th April, 1955. 


AUSTRALIAN MILITARY FOoRCEs. 
Citizen Military Forces. 
Northern Command. 


Royal Australian Army Medical Corps (Medical).—1/61846 
Honorary Captain N. P. Cleeve is appointed from the Reserve 
of Officers, and to be Captain (provisionally), 27th May, 1955. 
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Southern Command. 


Royal Australian Army Medical Corps (Medical) .—3/157782 
Captain (provisionally) F. N. Bouvier relinquishes the pro- 
visional rank of Captain and is transferred to the Reserve of 
Officers (Royal Australian Army Medical Corps (Medical)) 
(Southern Command) in the honorary rank of Captain, 18th 
May, 1955. «ma 

Central Command. 


Royal Australian Army Medical Corps (Medical) .—4/32069 
Major D. W. Shepherd is appointed from the Reserve of 
Officers, 29th April, 1955, and is borne supernumerary to the 
authorized establishment of Majors, with pay and allowances 
of Captain (at own request). 


Tasmania Command. 


Royal Australian Army Medical Corps (Medical).—6/5128 
Captain D. B. Nathan relinquishes the temporary rank of 
Major, 28rd May, 1955. To be Major, 24th June, 1955: 4/31952 
Captain R. A. Kenihan. 


Reserve Citizen Military Forces. 


Royal Australian Army Medical Corps. 


Northern Command.—To be Honorary Captains: Thomas 
Maxwell Brown, 17th June, 1955, Beverley Chaldner Allan 
and Gerald John Scanlan, 20th June, 1955, and William 
Douglas Friend, 27th June, 1955. 

Eastern Command.—The resignation of Honorary Captain 
P. J. Miles of his commission is accepted, 21st April, 1955. 
To be Honorary Captains: Noel Pitt Cleeve, 1st November, 
1954, and John Hubbard McKessar, 23rd May, 1955. 


Southern Command.—The resignations of the following 
officers of their commissions are accepted: Honorary Captain 
H. P. Smith, 25th May, 1955, and Captain L. T. Moran, 30th 
May, 1955. To be Honorary Captains: David Scott Nurse, 
ist June, 1955, Hilary Francis Jolly, 29th May, 1955, and 
William Henry Huffam, 23rd May, 1955. 


Royat AUSTRALIAN AIR FORCE. 
Permanent Air Force: Medical Branch. 


Flight Lieutenant W. E. Downey (036102) is granted the 
acting rank of Squadron Leader, 9th May, 1955. 


The following Flight Lieutenants are promoted to the rank 
of Squadron Leader: A. D. Litchfield (024304) (Acting 
Squadron Leader), M. N. McLaughlin (024303) (Acting 
Squadron Leader), D. B. G. Bailie (039232). : 


Air Force Reserve: Medical Branch. 


The following are appointed to a commission, provisionally, 
30th April, 1955, with the rank of Pilot Officer: A211526 
Geoffrey Reginald Gibson (0211526), A26761 Robert James 
Chapman (026761), A211519 Godfrey Meyer Lambert 
(0211519), A26836 Anthony John Reading (026836), A211513 
Frank Louis Johnson (0211513), A211517 Frederick Ehrlich 
(0211517), A211552 James Maurice Purchas’ (0211552), 
A211530 Douglas James Penney (0211530). 

Flight Lieutenant (Temporary Squadron Leader) J. R. 
Anderson, M.C. (2743), is placed on the Retired List, 10th 
February, 1955. 


DMbituarp. 
MATTHEW JAMES MORRIS. 


Dr. MaTTHEw JAMES Morris died at his home, Beatrice 
Road, Dalkeith, Western Australia, on Sunday, August 14, 
passing away in his sleep. He had been a sick man for 
many years, sustaining in 1941 a severe hzematemesis from 
a duodenal ulcer that led ultimately to partial gastrectomy 
in 1945. He also suffered from coronary disease, and had 
an extensive occlusion in 1947. Although he had lived on 
the edge of a precipice for years, he continued working until 
the very end. Since discharge from the Australian Military 
Forces he had been a medical officer of the Western 
Australian Branch of the Repatriation Department. He 
intensely disliked the thought of being idle and had a very 
strong sense of duty to his family, and worried much over 
the prospect of their being deprived of his earnings. He 
was a keen attendant at all British Medical Association 
clinical meetings, and was a classical scholar with enthusiasm 
for the value of a classical education. He was also very 
interested in model engineering.and the construction of scale 


models of locomotives and steamships, of which he did a 
good deal when health permitted. 


He was born at Northam, Western Australia, in 1902, and 
at an early age went to Burma with his father, a mining 
engineer. On their return to Australia he attended Ballarat 
College, where he ultimately became head prefect and was 
for two years dux of the school. He proceeded thence to the 
University of Melbourne, where he attended the Alfred Hos- 
pital, qualifying M.B., B.S. in 1925. Subsequently he was :it 
the Victorian Eye and Ear Hospital in 1927, and the Perth 
Children’s Hospital in 1928. In 1929 he went to England to 
do post-graduate work; he was on the staff of the Swansea 
General Hospital for eighteen months, and for a similar 
period at the Nottingham General Hospital, where he studied 
ear, nose and throat work in particular. He married while 
in England. Returning to Australia in 1936, he went into 
general practice at Merredin, Western Australia, where le 
remained until his enlistment in 1940. He leaves a wife and 
two children. 





BASIL JOHN HALLION. 


Dr. D. QUINLAN has sent the following appreciation of the 
late Dr. Basil John Hallion. 


The sudden death of Dr. Basil Hallion has removed from 
the profession a fine example of the best type of general 
practitioner. Though he had a busy practice he found time 
for a multitude of activities of service to the community in 
which he lived. His courtesy and consideration were a part 
of the man, but when these qualities are forgotten, the 
memory of his constant and universal charity will remain. 
The aged and the poor have lost a kind, thoughtful and 
lovable friend. To his dearly beloved wife and son may I 
extend my deepest sympathy? 


Post-Oraduate Tork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE 
IN THE UNIVERSITY OF SYDNEY. 


Examination Results. 


THE Post-Graduate Committee in Medicine in the Univer- 
sity of Sydney announces that the undermentioned candidates 
satisfied the examiners at the recent examinations for Part 
Il of the various medical diplomas of the University of 
Sydney as shown: 

Dermatological medicine: Abbott, L. G.; Cramer, J. E.; 

Kelly, L. J.; King, R. H.; Linn, H. W. 

Gynecology and obstetrics: Shearman, R. P. 

Laryngology and oto-rhinology: Coates, R. H.; Revai, A. 

Ophthalmology: Morrissey, M. J. 

Clinical pathology: Lamond, P. K. 

Psychological medicine: Lehmann, G. M.; Smith, Clarice M. 

Diagnostic radiology: Collings, B.; Jenkins, R. G.; 

Wherrett, C. R. 


Part Il Diploma Courses: Commencing Dates. 


Courses for Part II of the diplomas in gynecology and 
obstetrics, laryngology and oto-rhinology, and ophthalmology 
will begin on November 28, 1955, for a period of three months 
with a recess over the Christmas-New Year period. The fees 
for attendance will be £31 10s., and those wishing to attend 
are requested to communicate at an early date with the 
Course Secretary, The Post-Graduate Committee in Medicine 
in the University of Sydney, 131 Macquarie Street, Sydney 
(telephones BU 4497-8). 


Clinical Meeting at Balmoral Naval Depot. 


A clinical meeting will be held at the Balmoral Naval 
Depot on Tuesday, October 11, 1955, at 2 p.m., when Mr. H. 
M. Windsor will speak on “The Present Status of Cardio- 
vascular Surgery”. All members of the medical profession 
are invited to attend. 


Annual General Revision Course, 1956. 


The annual general revision course will be held for two 
weeks from May 8 to 19, 1956, the main theme being 
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“Therapeutics”. As in former years, the course will be a 
comprehensive survey of modern trends in diagnosis and 
treatment of special value to general practitioners. Included 
in the programme will be special demonstrations, seminars 
on cancer and on new drugs and therapeutic measures, radio- 
graphic and electrocardiographic conferences, and sessions 
on gynecology and obstetrics, neurology, psychiatry and 
pediatrics. Social activities will include a golf competition 
for the Post-Graduate Cup and for the Brydon Cup (for 
country competitors), a cocktail party and a theatre party. 


ees for attendance are £12 12s. (full-time) or £6 6s. (part- 
time or one week only). Deductions from income tax may 
be claimed for fees and travelling expenses by medical 
practitioners who are in practice. When such deductions 
are claimed, “Taxation File No. AF/1865” should be quoted. 


Post-Graduate Oration. 


The ninth annual Post-Graduate Oration will be given by 
Sir Herbert Schlink on “Sir Alfred Roberts and the Founda- 
tion of Royal Prince Alfred Hospital’ during the annual 
revision course in May, 1956. 





SEMINARS AT ROYAL PRINCE ALFRED HOSPITAL. 


Tue following seminars will be held on Fridays from 
1.15 to 2.15 p.m. in the Scot Skirving Lecture Theatre, 
Royal Prince Alfred Hospital, Sydney. All members of the 
medical profession are invited to attend. Seminars will be 
followed at 2.80 p.m. by clinico-pathological conferences 
conducted by Dr. V. McGovern and Professor F. R. Magarey’s 
staff, and at 4.15 p.m. by a clinical meeting in the Scot 
Skirving Lecture Theatre. 

Gctober 7, hematology section, “The Hemolytic Anzmias” 

(Dr. H. Kronenberg and Dr. Gordon Archer). 


(ctober 14, gastro-enterology section, “Hepatic Failure” 
(Dr. D. Church and Dr. K. M. Mattocks). 

Gctober 21, endocrinology and metabolism section, “The 
Adrenal Cortical Hormones” (Dr. K. S. Harrison). 


(ctober 28, thoracic section, “Physiotherapy in Respiratory 
Disease” (Dr. M. R. Joseph and Miss J. Gardiner). 


November 4, cardio-vascular section, ‘Post-Commissur- 


otomy Syndrome”. 

November 11, neurology section, 
Bulbar Poliomyelitis and other 
gencies” (Dr. J. Allsop and Dr. 
invitation). 

November 18, gastro-enterology section, “An Analysis of 
500 Cases of Hematemesis and Melena at Royal Prince 
Alfred Hospital” (Dr. R. S. Packard). 


“The Management of 
Respiratory Emer- 
J. Beveridge, by 


Research, 


EXPERIMENTAL RESEARCH INTO PROBLEMS OF 


AGING. 


THE trustees of the Ciba Foundation for the Promotion of 
International Cooperation in Medical and Chemical Research, 
41 Portland Place, London, W.1, wishing to encourage well- 
conceived research relevant to basic problems of aging, 
invite candidates to submit papers descriptive of work in 
the field for awards for 1955-1956. Details of the conditions 
may be obtained on application to the Director, but in 
general candidates should note the following points: (a) Five 
awards, of an average value of £300 each, are available for 
the period 1955-1956. The announcement of awards will be 
made in July, 1956. (b) Entries must be received by the 
Director not later than February 10, 1956. (c) Entries will 
be judged by an international panel of distinguished 
scientists, including Professor C. H. Best (Toronto), Dr. E. 
Braun-Menendez (Buenos Aires), Professor E. J. Conway 
(Dublin), Professor G. W. Corner (New York), Professor 
A. Haddow (London), Professor V. R. Khanolkar (Bombay), 
Professor R. Nicolaysen (Oslo), Dr. A. S. Parkes (London), 
and Professor F. G. Young (Cambridge). They will advise 
the Executive Council of the Foundation on their findings 
and will also have power to recommend variation in the size 
and number of the awards according to the standard of 
entries. The decisions of the Executive Council will be final 
(qd) In making the awards preference will be given to 
younger workers. (e) The work submitted should not have 
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’ Figures in parentheses are those for the metropolitan area. 
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been published before July 31, 1955, though it may be under 
consideration for publication at that date. (f) The papers 
may be in the candidate’s own language. Papers should not 
be more than 7000 words in length, and in all cases a 
summary in English not exceeding in words 3% of the length 
of the paper must be attached. (g) Where there is one or 
more co-author, the name of the leading author should be 
indicated; it is to him that the award will normally be 
made, and it will be left to his discretion to share this award 
appropriately with his co-authors. 





GRANTS FOR RESEARCH INTO CANCER. 





Apvice has been received from the Secretary, New South 
Wales State Cancer Council, to the effect that funds are 
available to the Council for further research into cancer. 
Applications are now being invited for grants in respect of 
(a) research fellowships, (6) travelling fellowships, (c) grants 
in aid. 

The closing date of applications is October 21, 1955, and 
applications must reach the Secretary, New South Wales 
State Cancer Council, Box 3944, G.P.O., Sydney, or 52 Bridge 
Street, Sydney, no later than that date. Application forms 
and further details may be obtained from the Secretary at 
the address above mentioned (Room 12, 6th Floor). 


Australian Medical Board Proceedings. 








QUEENSLAND. 





Tue following have been registered, pursuant to the pro- 
visions of The Medical Acts, 1939-1948, as duly qualified 
medical practitioners: Brown, John Fergus Francis, M.B. 
(Univ. Sydney), 1948; Campbell, Alastair Heriot, M.B., B.S. 
(Univ. Melbourne), 1940, M.R.A.C.P., 1946. 

The following additional qualifications have been regis- 
tered: O’Reilly, James Kevin, M.S. (Univ. Queensland), 1955; 
Kelly, Leo James, D.D.M. (Univ. Sydney), 1955; Cameron, 
Malcolm Elwyn, D.O. (London), 1955. 





TASMANIA. 





THBP following has been registered, pursuant to the pro- 
visions of the Medical Act, 1918, as a duly qualified medical 
practitioner: Lawrence, William Carr, M.B., B.S. (Melbourne), 
1953. 
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Mominations and Elections. 





THE undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 
Association: 

Dietman, Clarence Charles, qualified 1954 (Univ. 
Adelaide), 81 McArthur Avenue, Plympton, South 
Australia. 

Kent, Norma Claire Campbell, M.B., Ch.B. (Univ. N.Z.), 
1946, Ph.D. (Cantab.), 1955, Bricknell Street, Finchley 
Park, South Australia. 

The undermentioned have been elected as members of the 
South Australian Branch of the British Medical Association: 
Murchland, John Byrne, M.B., B.S., 1954 (Univ. Adelaide) ; 
Brown, Maurice William, M.B., B.S., 1953 (Univ. Adelaide). 
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MWevical Appointments. 





Unpber the provisions of the Quarantine Act, 1908-1950, the 
appointments of Dr. Kenneth Lauchlan Wise and Dr. Ernest 
Bert England as Quarantine Officers at Northern Territory 
and Kwinana, Western Australia, respectively, have been 
revoked, and Dr. Lawrence Osborne Mocatta and Dr. Andrew 
Charles Kingsbury have been appointed Quarantine Officers 


at Northern Territory and Kwinana and Fremantle, Western 
Australia, respectively. 


Dr. F. D. Laurence has been appointed Senior Medical 
Officer, Mental Hygiene Branch, Department of Health, 
Victoria. 


Corrigendum, 








AN error has been made in two places in the article entitled 
“The Use of Antithyroid Drugs’, by H. R. G. Poate, which 
was published in the issue of September 3, 1955. On page 344, 
in line 30 and again in lines 36 and 387, the dosage of 
Thyroideum Siccum is stated to be 0°5 gramme twice a day; 
in each case this should be half a grain twice a day. We 
greatly regret this error. 





Diarp for the Month. 


Sept. 20.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 





Sept. 21.—Western Australian Branch, B.M.A.: General 
Meeting. 

Sept. 21.—Victorian Branch, B.M.A.: Branch Council. 

Sept. 21.——Victorian Branch, B.M.A.: Clinical Meeting. 

Sept. 27.—New South Wales Branch, B.M.A.: Ethics Com- 


mittee, 
Sept. 28.—Victorian Branch, B.M.A.: Branch Meeting. 
SppT. 29.—New South Wales Branch, B.M.A.: Branch Meeting. 
Sept. 30.—New South Wales Branch, B.M.A.: Annual Meeting 
of Delegates. 
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Wedvical Appointments: Important Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth): Norseman Hospital; all contract 
practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 





Editorial Motices, 





MANuscRiIPtTs forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THS 
— JOURNAL OF AUSTRALIA alone, unless the contrary »ée 
stated. 

All communications should be addressed to the Editor, Tia 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 


Members and subscribers are requested to notify the Manager, 
THBP MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glee, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of — unless such notification is received within ove 
month. 


SUBSCRIPTION RatTEes.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £5 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum within America and foreign 
countries, payable in advance. 























